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HE literature on traumatic epilepsy has been 

rather meager for the past three years. There 

have been a few important contributions, 
but, on the whole, this collection of articles tends 
only to clarify certain controversial phases of the 
subject. 

The variation of opinions regarding certain 
important aspects of the problem is a good index 
of the nebulous state of much of our knowledge 
today. This is true particularly with respect to 
the nature of traumatic epilepsy. There are 
those who would consider every case of epilepsy 
as having a traumatic background; if no clear-cut 
history of trauma exists, they regard birth trauma 
as the most likely cause. Others point out the 
well-known fact that almost every epileptic pa- 
tient or his family dates the onset of the trouble 
to head trauma, even though the accident may 
have been of such insignificance as to have caused 
little concern at the time of its occurrence. This 
state of confusion in use of the term ‘traumatic 
epilepsy” has become of serious medicolegal im- 
portance not only to patients who have convul- 
sions following trauma but also to those with 
traumatic head injury who claim compensation 
because of the possibility that they may have 
fits at a later date. 

The articles which form the basis for this review 
may be divided quite conveniently into 3 general 
groups: (1) those concerned with the etiology; 
(2) those dealing with the symptomatology and 
diagnosis; and (3) those discussing the treatment. 


ETIOLOGY 


Cobb (5), in an interesting and important 
article, summarizes all the available evidence 
regarding the etiology of the convulsive state by 
saying: “There is still much research to be done 
before one can explain the cause of a fit.””. While 
his investigations have been concerned chiefly 
with the causes of convulsions in the so-called 
idiopathic group, his analysis and conclusions 
apply equally well to many cases of traumatic 
epilepsy. 

Penfield (8) says: “The ‘epilepsies’ must be 
subdivided somewhat on an etiological basis, for 
it is evident that an epileptic seizure is a common 
manifestation of many different abnormal condi- 
tions which affect the brain. It is obvious that 
this discharge may begin in many different parts 
of the brain, even in the cerebral autonomic 
centers just as in the motor cortex, so that sweat- 
ing or sudden rise of blood pressure may have a 
localizing significance on a par with twitching of 
the extremities.” He believes that epileptic sei- 
zures appearing for the first time in an adult who 
gives no definite history of trauma may well be 
attributed to brain tumor until such a neoplasm 
can be ruled out or some other cause is found. 
Trauma may produce in the brain a meningocere- 
bral cicatrix which gives rise to epilepsy. Such 
an injury to the brain received either at birth or 
later may often remain unsuspected until the ap- 
pearance of convulsive seizures. In many cases 
this traumatic lesion may prove to be very diffuse. 
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In other cases it is so situated and so delimited as 
to render its complete radical extirpation possible. 
Penfield says further: ‘‘Physiological instability 
of the cerebral blood vessels seems to be the ab- 
normal condition which is common to all cases of 
epilepsy. The proof of this may be new but the 
supposition is old, even antedating Hughlings 
Jackson who said in 1870: ‘It is, I speculate, 
through the arteries that sequence of movements 
is developed, whether these movements be spasms 
passing up the arm and down the leg, or whether 
they be orderly sequences of movements in 
health.’ ” 

Russell (23), in a careful analysis of 200 cases 
of head injury, found that 3.5 per cent of the 
patients suffering from postconcussion disturb- 
ances developed epilepsy after an interval of from 
six to eighteen months following the injury. He 
did not indicate the type of head injury which 
was prone to develop epilepsy. 

Levinger (12), in a study of 229 cases of brain 
injury, found that true traumatic epilepsy oc- 
curred in 30 (13 per cent). All of the epileptic 
patients suffered severe injury to the brain and 50 
per cent had extensive fractures of the parietal 
and temporal bones of the skull. 

Glaser and Shafer (8) analyzed the records of 
255 cases of head injury which had been followed 
for from one to five years after the accident. They 
found that convulsions occurred in 6 per cent of 
the cases. They included in the epileptic group 
those of focal epilepsy, true epilepsy, and hystero- 
epilepsy. In five of their six cases the epilepsy 
followed a depressed skull fracture. In the cases 
in which it developed within a period of three 
months, brain abscess was the etiological factor. 

Rosanoff, Handy, and Rosanoff (22) state: 
“Evidence has accumulated in the past fifteen 
or twenty years to the effect that epilepsy, tradi- 
tionally considered a neurosis, functional in nature 
and ‘idiopathic’ in etiology, is rather a decerebra- 
tion syndrome, definitely organic. Apparently, 
the epileptic syndrome in traumatic cases is deter- 
mined not by the severity or extent of the original 
injury to the brain but, it must be inferred, by 
its localization or by the inflammatory reaction 
with progressive tissue change which follows it, 
or by both.” While they have stressed trauma 
to the head sustained at the time of birth or after 
birth as the most important cause underlying 
epilepsy, they said little concerning other factors 
because most of their material consisted of cases 
exemplifying a traumatic etiology. 

Wortis and McCulloch (36) have contributed 
some important experimental observations upon 
the effects of head injury in cats and the suscep- 
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tibility of these animals to a convulsive state. 
They found that aseptic brain laceration, blood 
in the subarachnoid spaces, and skull fracture 
have the following sequele: 

1. Increased sensitiveness to a standardized 
convulsant (camphor monobromide). Some of 
the animals remained hypersensitive to this drug 
for several months, whereas others returned to 
normal health within a few weeks. 

2. Meningocerebral adhesions and a contracting 
cerebral cicatrix. These conditions not only in- 
crease the sensitiveness to experimental convul- 
sions, but also produce distortion of the cerebral 
ventricular system. 

Mazzine (13) reports 3 cases of post-traumatic 
epilepsy in which a plastic exudate with adhe- 
sions and abscess of the brain resulted in jack- 
sonian epilepsy. 

Hengstler (9) sounds a very important warning. 
He states that in cases of epilepsy following head 
injury, as with insanity, the physician must use 
extreme caution in arriving at a conclusion since, 
in these cases also, the patient is prone to furnish 
information which is not fact. In the first place, 
very few head injuries result in epilepsy. If the 
history of the individual and his family is ob- 
tained with great care, it will prove, in the greater 
percentage of cases, especially those in which 
there has been no structural brain injury or skull 
fracture, that if epilepsy really exists, it was 
present before the injury. 

Fincher (7) states that the two most common 
causes of jacksonian epilepsy are neoplasms and 
the pathological changes in the cortex resulting 
from trauma. 

None of the articles available for this review 
discusses in detail the type of cranial trauma most 
likely to result in epileptic manifestations. The 
literature following the World War indicated be- 
yond all reasonable doubt that penetrating 
wounds, whether caused by foreign bodies or 
depressed fragments of bone, result in a cortical 
meningeal cicatrix. Such a cicatrix may produce 
epileptic manifestations months or years later. 
Certainly this information may well be carried 
over into civil life and its significance applied to 
traumatic head injuries. With the newer diag- 
nostic methods developed during the past few 
years, such localized cerebral injuries can be dem- 
onstrated conclusively. 


SYMPTOMATOLOGY AND DIAGNOSIS 


Penfield and Gage (19) have made a most im- 
portant contribution on the cerebral localization 
of epileptic manifestations. They analyzed the 
pattern of the seizures in 75 cases of focal epilepsy 
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and have attempted to reproduce these charac- 
teristic attacks by direct stimulation of the dis- 
eased cortex of conscious patients on the operat- 
ing table. 

They have found that the most frequent lateral- 
izing sign is deviation of the head and eyes to the 
side opposite the hemisphere involved. Seizures 
which have their origin in the frontal lobe are 
usually characterized by loss of consciousness 
(without aura) and turning of the eyes, head, and 
body to the opposite side, followed by a nearly 
simultaneous convulsion of the opposite extremi- 
ties, falling, and generalization of the attack. In 
seizures which arise in the precentral or post- 
central gyrus consciousness is usually lost late. A 
“tingling sensation’? may follow a jacksonian 
“march,” just as movement follows in seizures 
arising in the frontal lobe. Consciousness is apt 
to be lost late also in seizures arising anywhere 
behind the central sulcus. Such seizures are, of 
course, ushered in by aurea. It must be remem- 
bered, however, that a major attack may leave 
retrograde amnesia, so that the aura is forgotten. 
Under such circumstances, the aura may be re- 
membered only in slight seizures which do not 
progress to generalization. Seizures originating 
in the supramarginal gyrus are characterized by 
a discontinuous twinkling of lights seen in the 
contralateral field. An aura of pain or of epi- 
gastric distress may arise from activity of the 
postcentral cerebral cortex. Cortical stimulation 
reproduces such sensory phenomena. The buzz- 
ing sounds and the dizziness which are character- 
istic of unilateral temporal lobe seizures have been 
reproduced by electrical stimulation, but the more 
complicated dreamy states and odors have never 
been reproduced, perhaps because of the limita- 
tion of surgical approach. 

Cerebral localization of epileptic manifestations 
is necessary for the interpretation of convulsive 
seizures and is of obvious importance in cases in 
which radical therapeutic measures are indicated. 

The diagnosis of traumatic epilepsy has been 
greatly simplified by the advent of air studies. It 
is generally accepted that encephalography offers 
more information in these cases than does ven- 
triculography because, in the former, the cerebral 
subarachnoid spaces as well as the ventricular 
system are visualized. 

Money and Susman (14) have emphasized the 
value of encephalography in the diagnosis of trau- 
matic focal lesions of the brain. 

Penfield (18) states that encephalography is 
an indispensable aid in the recognition of trau- 
matic brain scars. Such scars exert traction upon 
the whole brain through the vaso-astral frame- 
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work, and it becomes evident in the encephalo- 
gram that this cicatricial pull produces a migra- 
tion of adjacent parts of the ventricle toward the 
lesion. 

TREATMENT 

The operative treatment of epilepsy has been 
the perennial vogue in various clinics for the past 
forty years. Simple decompression operations, 
implantation of foreign bodies upon the surface 
of the brain, various types of cervical sympathec- 
tomy, drainage of arachnoidal lakes of fluid, sur- 
gical alterations of venous drainage, all of these 
and many more, such as colectomy, have been 
employed from time to time with the hope of 
bringing relief to the epileptic patient. Today, it 
is generally conceded that there is no approved 
or accepted surgical procedure for cases of idio- 
pathic epilepsy. On the other hand, the treat- 
ment of traumatic epilepsy with localized cortical 
scars is not only well standardized but yields 
quite satisfactory results. 

All recent authors pay tribute to the pioneer 
work of Foerster and his pupils in the struggle 
against traumatic epilepsy. The principles which 
Foerster has laid down form the basis of all mod- 
ern studies of this condition. 

Vogeler (33) discusses in a condensed article 
the present status of our knowledge of the surgical 
treatment of traumatic epilepsy. He concludes 
that removal of the cortical scar is the most 
important part of the treatment. 

Penfield (18) states: ‘If the patient’s history, 
the encephalogram, the pattern of the seizures 
and, perhaps, neurological examination all in- 
criminate the same area of the brain, then elec- 
trical exploration is justified. If this exploration 
is in accordance with the rest of the evidence, 
complete radical excision of the focal lesion is the 
rational method of treatment, a treatment which 
has been justified by its practical results.” 

Alessandri (1) in summarizing his experience 
in the treatment of post-traumatic jacksonian 
epilepsy, says: ‘“The most essential feature is the 
restoration of the anatomical conditions of the 
cranium as nearly as possible.’’ He favors closure 
of any bony defect by transplantation of bone 
after excision of scars in the dura and cerebral 
cortex. He favors also the transplantation of 
muscle tissue into the cavity of the cerebral scar 
to arrest bleeding. 

Schurer-Waldheim (26) discusses the problem 
of surgical treatment of epilepsy from several 
angles. He feels that surgical treatment of the 
idiopathic group of cases is useless. In the symp- 
tomatic group, more encouraging results have 
been obtained. In this group he places all cases 
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of jacksonian epilepsy without evidence of cortical 
scar. The focal point in the brain responsible for 
the initiation of the attack is determined by 
neurological study and electrical stimulation of 
the cortex. This point is then excised. His re- 
sults in a fairly large series of cases have been 
encouraging. For the traumatic group with local- 
ized cerebral scars he feels that radical excision 
of the scarred area is the method of choice. 

The reported results of the surgical treatment 
of traumatic epilepsy vary greatly, depending not 
so much upon the method employed as upon the 
surgeon carrying out the treatment. 

Voznesenskig (34) reports the cases of 7 patients 
operated upon for traumatic jacksonian epilepsy, 
only 1 of whom remained free of symptoms for a 
period of a year and a half. He concludes that 
the surgery of jacksonian epilepsy today has only 
a clinical, empirical foundation without an en- 
couraging outlook. This point of view, however, 
is held by few, as most observers have reported a 
reasonably high incidence of freedom from sei- 
zures over a period of years after radical excision 
of all of the cortical scar with or without repair 
of bony defects in the skull (1, 2, 4, 11, 12, 18, 
19, 26, 27, 33). 

Vasco (32) reported an interesting case of what 
appeared to be epilepsy resulting from trauma in 
which operation disclosed a tumor formation in 
the scarred area, apparently a meningeal fibro- 
blastoma. 

While much has been said about the repair of 
cortical scars in traumatic epilepsy, little has been 
said about their prevention. In most cases of 
acute head injury resulting eventually in a local- 
ized cortical cicatrix there has been a depressed 
fracture of the skull with an area of local contusion 
and laceration to the brain and meninges. It has 
been a too common practice, if any operation is 
done at all, to simply elevate or remove the skull 
fragments and disregard the devitalized brain 
tissue. In the process of healing, all such tissue 
is replaced by an astroglial network, which often 
becomes thoroughly fixed to the meninges and 
tissues of the scalp. Such a scar exerts a pull 
over a widespread area of the brain. If at the 
time of the acute injury all devitalized cerebral 
tissue is clearly removed, the resulting gliosis is 
reduced to the minimum and the cavity thus 
created becomes filled with cerebrospinal fluid. 
The likelihood of an extensive scalp-meningocere- 
bral scar is thus greatly diminished. A thorough 
débridement of the entire traumatized area at the 
time of the acute injury would certainly reduce 
the incidence of traumatic epilepsy to the mini- 
mum. 
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Wanke, R.: The Anatomy and Pathology of the 
Diploic Veins (Zur Anatomie und Pathologie der 
Diploevenen). 59 Tag. d. deutsch. Ges. f. Chir., 
Berlin, 1935. 


The normal anatomy of the diploic veins was 
established by the investigations of Breschet (1826), 
Merkel, and Testut. Up to the present time, how- 
ever, a systematic and basic survey of the roentgen 
findings has been lacking. This task has been 
carried out by the author. Wanke first describes 
the normal picture of the veins in the different 
decades of life on the basis of 500 roentgenograms. 
At about the tenth year the development of the 
venous canals begins to become visible roentgeno- 
logically, and between the fifteenth and twentieth 
years a typical picture in various stages of develop- 
ment can be recognized in almost two-thirds of the 
cases. From the thirtieth to the fiftieth year the 
veins can be demonstrated in only about two-fifths 
of the cases. Later, positive findings become still 
more rare. A relationship to age is therefore apparent. 

With these normal findings for comparison, 500 

roentgenograms made in cases of bone disease, 
intracranial pressure from tumor or hydrocephalus, 
and post-traumatic conditions were examined. In 
cases of bone disease of various types the venous 
picture was usually absent. In cases of increased 
intracranial pressure the frequency of positive 
findings was not the same as in the normal skull. 
The venous canals are of practical importance 
chiefly in fresh traumas and late post-traumatic 
conditions. Ignorance of the great variability of the 
diploic veins easily leads to incorrect diagnoses. 
The author cites illustrative cases. In late cases 
follow-up examinations often showed marked and 
diverse development. In such cases the roent- 
genograms gave the impression of a secondary 
pathological change. The author presents roent- 
genograms disclosing diffuse varices of the diploic 
veins. Such pictures are rare and found only in 
cases in which clinical symptoms are present at the 
time the roentgenogram is made. However, the 
review of several hundred cases showed that similar, 
if not exactly the same, difficulties in demonstrating 
the diploic veins were experienced not much more 
frequently than in average normal cases. Therefore 
this frequency was not so great as to confer a 
general pathological significance on the pictures 
obtained. There were also cases in which the find- 
ings were entirely negative in spite of the presence 
of severe clinical symptoms. 
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In order to confirm these observations roent- 
genograms made in 30 cases immediately after the 
injury were compared with roentgenograms made 
in the same cases, weeks, months, or years later, 
Although the sources of error in judgment are many, 
as in all such examinations, the impression received 
from the cases examined to date was that there is 
no demonstrable secondary intensification of the 
first findings. While the number of later examina- 
tions has been small, it seems justifiable to conclude 
that roentgen visibility of the diploic veins is not of 
general pathognomonic significance in post-trau- 
matic conditions. However, in the individual case 
an intensified visibility (for example, diffuse varices) 
may be considered in the diagnosis. According to 
Testut, the diploic veins have only one constant 
characteristic—unlimited variability. 

(R. WANKE). FLORENCE ANNAN CARPENTER. 


EYE 


Morard, G.: Hydatid Cyst of the Orbit (Le kyste 
hydatique de l’orbite). Rev. de chir., Par., 1935. 
54: 358. 

The author reviews 274 cases of hydatid cyst of 
the orbit collected from the literature. 

The incidence of such cysts in relation to other 
ocular affections varies geographically. In Europe it 
is 1 per 71,000, while in Argentina it is 1 per 4,714. 
The cysts occur most frequently between the ages of 
ten and thirty years, but have been found as early 
as the second year and as late as the seventieth year. 
They occur about twice as often in males as in 
females and in the right and left orbit with equal 
frequency. Only unilateral cases have been reported, 
but there may be local or distant multiple cysts. 

- In the orbit the cyst is found most frequently in 
the upper half. The fatty and muscular tissues are 
especially involved. The walls of the cyst may be 
extremely thin or so hard and thick as to suggest a 
fibrosarcoma. The capsule is so intimately con- 
nected with the surrounding tissues that decortica- 
tion is almost impossible. The contents of the cyst 
are usually a watery fluid, but in many cases changes 
in color and consistency suggest transformation. 
Most cases are aseptic. Suppuration is usually the 
result of exploratory puncture. Contrary to 
accepted theories, univesicular cysts, sterile cysts, 
acephalocysts, or fertile cysts containing hooks, 
scoliz, and daughter cysts may be found. In 2; 
cases there were multivesicular cysts. 

The treatment is purely surgical. Simple puncture 

was successful in 7 of 18 cases, but usually fails. 0! 
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7 cases in which puncture was followed by the injec- 
tion of a solution of bichloride of mercury or the 
insufflation of iodoform powder, only 2 responded. 

The most rational method is extirpation of the 
cyst, which alone insures radical cure and prevents 
postoperative suppuration. In cases of superficial 
cysts, either the transconjunctival or the trans- 
cutaneous route of approach is used. In cases of 
retrobulbar cysts at the base of the orbit, exploration 
of the orbit becomes necessary. For this, either 
Kroenlein’s operation or Rollet’s subaponeurotic 
orbitotomy may be done. The latter is the more 
rapid and permits exploration with less danger of 
injury and disfiguration. 

The author performs extirpation of the cyst in the 
following 6 stages: (1) puncture of the cyst and 
aspiration of the fluid; (2) injection of an equal 
amount of 1 per cent formol solution which is left 
in contact for a few minutes; (3) incision of the 
adventitia for 1 cm. to either side of the needle which 
has been left im situ; (4) removal of the hydatid 
membrane with forceps; (5) rinsing of the cavity 
with formol solution and careful exploration of the 
diverticula with the curette, especially in cases in 
which the membrane is torn and cases of multi- 
vesicular cysts; and; (6) suture if the sac is small or 
the insertion of a drain if it is large. 

This procedure is followed by cure in from ten to 
thirty days. Occasional suppuration yields readily 
to irrigation with Dakin’s solution. The local reac- 
tion disappears in a few days and is never serious 
unless the cornea is involved, when ulceration and 
cicatrization may be expected. General reactions 
have the aspect of anaphylactic shock. However, 
they subside in from eight to fifteen days and are 
never fatal. 

Hydatid cyst of the orbit is confused most fre- 
quently with sarcoma, an error sometimes leading to 
unnecessary enucleation. Exploratory puncture will 
reveal the cystic nature of the tumor as well as its 
hydatid origin. Because of the danger of an ana- 
phylactic reaction, puncture of the tumor should be 
postponed until after exposure of the tumor. Of the 
laboratory procedures, the Casoni test gives most 
reliable results. The actual size of the tumor is 
always greater than its apparent size. Roentgen 
examination may be of aid in revealing the condition 
of the adjoining sinuses, the orbital walls, and the 
possible presence of a bony perforation. The nasal 
accessory sinuses should also be examined. In cases 
in which contact illumination was practiced, the 
tumor showed up distinctly. 

Among the ocular manifestations are changes in 
the deep membranes and in the curvature of the eye- 
ball; also lesions of the anterior segment evidenced by 
keratitic disorders which may lead to panophthalmia 
and total loss of the eye. 

The orbital complications include deformity of the 
orbital walls with enlargement of the orbital cavity 
and depression of the adjoining sinuses. At the level 
of the tumor the bone is usually eroded. In rare 
cases there is perforation into the adjoining sinuses 
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accompanied by violent headache, vomiting, vertigo, 
diverse pareses, and coma. 

The prognosis as to life is not unfavorable. Only 
3 fatal cases have been reported. The prognosis as 
to vision and preservation of the eyeball is not so 
good. Frequently vision is diminished or abolished 
by corneal lesions or changes in the optic nerve. 
Vision is diminished in 87 per cent of cases, and there 
is also the possibility of persisting paralysis, ptosis, 
or total ophthalmoplegia. Eprru ScHaNcuE Moore. 


EAR 


Salkeld, R.: The Cortical Mastoid Operation. /rit. 
J .5 10355. 1: 1260. 


Of ninety-one consecutive patients of various ages 
who were subjected to cortical mastoidectomy, 
eighty made an uninterrupted recovery. Six were 
re-admitted for further operation, and five died in 
the hospital. The majority were in the hospital 
for three weeks. The average time from operation 
to final dismissal was ten weeks. At re-examination 
of the eighty-six surviving patients after six months, 
seventy-seven were found to have dry ears, soundly 
healed wounds, and normal hearing; eight, impair- 
ment of hearing; and eight, a persistent discharge. 

In the operative technique, adequate opening up, 
careful curettage, and lavage of the aditus are im- 
portant. In the postoperative treatment after the 
first five days, firm packing of the depth of the wound 
for about a week shuts off the middle ear from the 
operation area and prevents re-infection of the latter. 

MANUEL E. Licutenstetn, M.D. 


NOSE AND SINUSES 


O'Malley, J. F.: Ventilation of the Nose and Acces- 
sory Sinuses. J. Laryngol. & Otol., 1935, 50: 389. 


The author states that the more or less frequent 
recurrence of minus pressures without compensa~ 
tion by a positive swing must inevitably exert the 
same type of mechanical pull as does a cupping 
glass and lead in time to edema of the soft tissues. 

Restoration of the air to atmospheric pressure 
levels will not counteract these rarefactions if they 
continue to be repeated as the negative phases are 
the result of active rapid inspiratory tugs and the 
former are slow passive movements of restitution 
only. Given the conditions which favor or cause 
such pressure disturbances in the active respiratory 
portions of the nose and sinuses, the causes of the 
edematous changes which ensue are obviously changes 
seen here only and not produced by inflammatory 
or suppurative reactions in any other part of the 
body. James C. BRASWELL, M.D. 


MOUTH 


Shambaugh, P.: Tar Cancer of the Lip in Fisher- 
men. J. Am. M. Ass., 1935, 104: 2326. 


Statistical studies have demonstrated that fisher- 
men are prone to develop skin cancers. This high 
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occupational incidence has been generally attributed 
to exposure to the sun. Scant consideration has been 
given to the possibility that contact with tar might 
be a contributing factor. 

Tar is employed extensively in the fishing industry, 
being used on the nets to prevent rotting. It be- 
comes smeared on the hands and arms of the 
fishermen, particularly in hot weather when the tar 
is soft, and then carried by the hands to the face. 
Moreover, it is a common practice of fishermen to 
hold in the mouth the large wooden shuttle-like 
“needle” used in the mending of nets. 

Although pine tar is used to some extent on fishing 
nets, by far the great majority of tarred nets are 
treated with coal tar. 

It is interesting that the fishermen themselves 
appreciate the difference between coal tar and pine 
tar. The latter they recognize as healing and fre- 
quently apply it to minor abrasions and hemorrhoids. 
Coal tar they find especially troublesome in hot 
weather, when it causes an intense burning of the 
skin. 

In the handling and repairing of tarred nets, 
fishermen in the Massachusetts region are exposed 
to the most strongly carcinogenic type of tar, 
namely, horizontal retort gas-works tar. 

The author reports eight cases of cancer of the lip 
in fishermen in which exposure to tar appeared to 
be an important causative factor. 

K. Narat, M.D. 


Meltzer, H.: The Diagnosis and Differential Diag- 
nosis of Cancer of the Tongue (Die Diagnose und 
Differentialdiagnose des Zungenkrebses ). Monatsschr. 
f. Krebsbek pfg., 1935, 3:97- 


It is generally agreed that in cancer of the tongue 
surgical removal of the cancer and all involved 
glands is the procedure offering the most hope for 
permanent cure. Radium and roentgen irradiation 
may relieve the pain, but do not cure. Irradiation 
is of most value as postoperative treatment. A pre- 
requisite for the success of operation is early diag- 
nosis. The fact that the incidence of permanent 
recovery after radical operation is only 15 per cent 
shows that 85 per cent of persons with cancer of the 
tongue come too late for operation. The entire prob- 
lem of cancer of the tongue is the problem of early 
diagnosis; the problem of treatment has been solved. 

Most frequently cancer of the tongue appears in 
one of two forms which in the beginning are easily 
differentiated clinically: (1) a carcinomatous ulcer 
extending superficially, and (2) the so-called glan- 
dular cancer which develops from the tissues under 
the mucosa. 

To prevent misunderstanding it should be empha- 
sized that all cancers of the tongue are typical 
squamous-cell cancers with numerous areas of cor- 
nification. 

In both clinical forms the first end-stage is a 
crater-like, more or less shallow or deep ulcer. This 
is the latest stage at which the tumor can be re- 
moved. It is followed by infiltration which pro- 


gresses rapidly because of the richness of lymphatics 
in the region of the tongue. In the early stage the 
clinical manifestations are easily disregarded and 
often are discovered only accidentally because, as 
a rule, there is no pain. When the infiltrating proc- 
ess begins it causes excruciating pain, difficulty in 
speech, dysphagia, severe neuralgia, and a putrid 
odor from the mouth. The patient soon becomes 
exhausted and dies of inanition. The regional lymph 
glands become involved so early that sometimes the 
patient notices their enlargement before he is aware 
of the tongue lesion. Four lymph-gland regions are 
particularly involved and of prognostic importance: 
(1) the submaxillary, (2) the sublingual, (3) the deep 
cervical (on the internal jugular vein), and (4) the 
supraclavicular. The submental lymph nodes play 
only a minor réle in the spread of the condition. It 
is important to bear in mind the fact that the lym- 
phatics on both sides of the tongue are very closely 
related to each other, being interwoven. Therefore 
the glands on both sides may be involved even when 
the lesion is on only one side. 

Cancer of the tongue is extremely rare before the 
thirtieth year of age and occurs much more fre- 
quently in men than in women. The author empha- 
sizes the great importance in its development of 
leukoplakia of the tongue and the chronic decubital 
ulcers so familiar to the dentist which often occur in 
smokers as the result of epithelial thickening due to 
leukoplakia. That the excessive use of strong alco- 
holic beverages is a cause of cancer of the tongue has 
not been proved. A high percentage of persons with 
cancer of the tongue give a history of syphilis. Fifty 
per cent of all cancers in betel-nut chewers involve 
the tongue and mouth. 

Biopsy with the electric knife is decisive in the 
diagnosis. The omission of histological study is asso- 
ciated with greater danger than biopsy. Negative 
findings in the examination of a lymph gland are not 
conclusive. 

In discussing the differential diagnosis the author 
states that spindle-cell sarcoma and lymphosarcoma 
are located more on the dorsum of the tongue, rarely 
disintegrate, and metastasize early and often to the 
lungs. Benign tumors seldom cause difficulty in the 
differential diagnosis. More apt to be confused with 
cancer of the tongue are the so-called struma of the 
tongue and the lingual tonsil. The greatest diffi- 
culty in the differential diagnosis is caused by syphi- 
lis, tuberculosis, and actinomycosis. The primary 
lesion of syphilis is readily recognized, but recogni- 
tion of the gumma is more difficult. In contrast to 
carcinoma, the latter is frequently multiple, seldom 
causes enlargement of the neighboring lymph glands, 
and is never accompanied by earache. The diagnosis 
is confirmed by biopsy and sometimes by anti- 
syphilitic treatment. Tuberculous ulcers are not 
rare in open tuberculosis. In contrast to carcinoma, 
they are extremely sensitive to the touch. The 
lymph-gland enlargements due to tuberculosis are 
soft and only slightly painful. Actinomycosis occurs 
usually on the anterior part of the tongue. When 
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the nodule breaks open the diagnosis is not difficult. 
Occasionally the use of arsenic by dentists causes the 
formation of ulcers of the tongue which may be con- 
fused with cancer. The author emphasizes that it is 
most important for the dentist to recognize the signs 
of cancer of the tongue as only by early diagnosis is 
it possible for the surgeon to achieve a radical cure. 
(GERLACH). JAcos E. Kietn, M.D. 


PHARYNX 


Billet, H. R.: Pharyngo-Esophageal Diverticula. 
Treatment by One-Stage Resection (Diverticules 
pharyngo-oesophagiens. Traitement par la résection 
en un temps). J. de chir., 1935, 45: 740. 


The first operation on a diverticulum of the esoph- 
agus was performed in 1830 by Bell who established 
an external fistula. The first extirpation was done 
in 1884 by Nichaus. Subsequently, other methods 
such as the invagination of Gérard-Bevan, the di- 
verticulopexy of Schmid, and resection in two stages 
were preferred. 

The author is of the opinion that the operation of 
choice is one-stage resection. He believes that this 
procedure is indicated in all cases in which surgery 
is indicated, that is, cases in which the diverticula 
have caused such serious functional disturbance as 
to affect the general health. It is contra-indicated 
by a poor general condition, malignant degeneration, 
and peridiverticulitis which has brought about such 
intimate adhesions to neighboring organs that resec- 
tion is impossible. Such adhesions can be diagnosed 
by roentgen examination. 

The steps of the operation are described and are 
shown by illustrations. The diverticulum is cleansed 
and the patient put in the position for ligation of the 
carotid. The anesthesia may be local or general. 
The incision is made along the anterior border of the 
sternocleidomastoid muscle on the side of the diver- 
ticulum as shown by roentgen examination. The 
length of the incision depends upon the size of the 
diverticulum. The mouth of the diverticulum is at 
the lower border of the cricoid cartilage. The inci- 
sion passes between the vessels and nerves of the 
neck, which are pushed back, and the trachea and 
thyroid, which are pushed forward. This method 
involves section of the omohyoid muscle and some- 
times of the inferior thyroid artery. The esophagus 
lies in the bottom of the field covered with its visceral 
sheath. The diverticulum is generally found to be 
much smaller than it appeared to be in the roent- 
genograms. It is generally flattened against the 
posterior wall of the esophagus and is sometimes 
very difficult to bring out. The visceral sheath is 
opened and the diverticulum freed of the cellular 
and connective tissue which surrounds it. Before 
the pedicle is sectioned: the field of operation is pro- 
tected with compresses. The pedicle is sectioned be- 
tween two clamps, and the line of incision dried, 
iodized, and sutured in two layers. The first layer is 
sutured while the clamp closing the esophagus is 
still in place. The suture takes in all the tunics of 
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the pedicle including the mucous membrane. It is of 
fine catgut. The second layer buries the first. The 
clamp is then removed and a series of interrupted 
sutures of linen are applied to the connective tissue- 
elastic tunic of the pedicle of the diverticulum. The 
compresses are then removed and the superficial 
layers of the tissues of the neck sutured after the 
establishment of drainage. 

The patient is given sweetened water for forty- 
eight hours, boiled milk and sterile water until the 
fifth day, semiliquid food until the fourteenth day, 
and then an ordinary diet. 

The authors have obtained a complete cure with 
this method in 90 per cent of their cases. They be- 
lieve that no other procedure gives as good late results 
as one-stage resection. 

Aubrey Goss Morcan, M.D. 


NECK 


Ochsner, A., Gage, M., and DeBakey, M.: Scalenus 
Anticus (Naffziger) Syndrome. Am. J. Surg., 
1935, 28: 669. 

The scalenus anticus syndrome is a clinical entity, 
the manifestations of which are identical with those 
of cervical rib. The authors’ interest in this condition 
was stimulated by the observation of a case in which 
no cervical rib could be demonstrated, but a typical 
cervical rib syndrome was present. The nature of 
the condition was suspected only after an informal 
discussion with Naffziger, who related the histories 
of two similar cases in which complete relief was 
given by sectioning of the scalenus anticus muscle, a 
procedure advocated by Adson and Coffey in 1927 
for the relief of cervical rib symptoms. Nafiziger be- 
lieved that the symptoms in his cases were caused by 
pressure on the brachial plexus and the subclavian 
artery by the scalenus anticus muscle, as Adson and 
Coffey had previously concluded that the symptoms 
in cases with cervical rib were due to compression of 
the subclavian structures in the angle between the 
scalenus anticus muscle and the cervical rib. 

Two widely cited theories concerning the symp- 
toms of cervical rib, which are based on anatomical 
dissection, are those advanced by Todd and Jones. 
According to Todd, compression of the subclavian 
structures results from abnormal development of the 
shoulder girdle. Normally, during intra-uterine and 
pre-adolescent development, the acromial end of the 
clavicle and the shoulder descend because of the 
weight of the upper extremity, and the sternal end of 
the clavicle descends because of contraction of the 
rectus abdominis muscle exerted through the ster- 
num. No symptoms occur unless there is a greater 
descent of the shoulder or an arrest of the descent of 
the sternum and the anterior ends of the ribs. Either 
one or both of these abnormalities will result in com- 
pression of the subclavian structures because of 
stretching of the brachial plexus and the subclavian 
vessels over a fixed cervical or first dorsal rib. Ac- 
cording to Jones, cervical rib symptoms are due to an 
abnormal development of the brachial plexus. In 
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cases in which the brachial plexus originates prin- 
cipally from the cervical segment of the spinal cord 
no symptoms occur, whereas in those in which a con- 
siderable portion of the lower end of the brachial 
plexus is derived from the upper thoracic segments 
of the cord, symptoms are apt to result from com- 
pression and angulation of these nerves over the 
first thoracic or cervical ribs. Adson and Coffey 
ascribe the symptoms in cases with cervical rib to 
compression of the subclavian structures in the angle 
between the scalenus anticus muscle and the ribs, 
and advocate division of the scalenus anticus muscle 
as the treatment of choice. 

The foregoing theories have been advanced to ex- 
plain the development of symptoms in patients with 
cervical rib, but undoubtedly in many cases they 
explain also the typical cervical rib syndrome occur- 
ring in patients without a cervical rib. The authors 
believe that irritation or stimulation of the brachial 
plexus, some of the fibers of which supply the scaleni 
muscles, is produced by pressure of the first rib. This 
causes spasm and shortening of the scalenus anticus 
muscle resulting in elevation of the first rib, and ab- 
normal elevation of the first dorsal rib in turn causes 
greater irritation and stimulation of the brachial 
plexus. A vicious circle is thus established. This 
theory is based upon the finding in all cases of an ab- 
normally well-developed, spastic, and stiffened scale- 
nus anticus muscle and upon the sudden and marked 
descent of the first rib following division of the mus- 
cle. Because of the importance of the scalenus anti- 
cus muscle as an active, exciting factor in the eleva- 
tion of the first rib, because of the pressure it exerts 
on the subclavian structures, and because sectioning 
of this muscle relieves the symptoms, the authors 
believe that the condition should be called the 
“scalenus anticus syndrome.” The symptoms of 
cervical rib and the scalenus anticus syndrome are 
the result of compression of the brachial plexus and 
the subclavian arteries. The compression may be 
due to stretching of these structures by an abnor- 
mally low position of the shoulder, high fixation of 
the sternum and rib, low origin of the brachial 
plexus, or spasm of the scaleni muscles resulting from 
brachial plexus irritation. The first three conditions 
are predisposing factors and the last condition is an 
exciting factor. 

The symptoms and signs of the scalenus anticus 
syndrome consist of two main groups, the nervous 
and the vascular, which are due respectively to in- 
volvement of the brachial plexus and involvement 
of the subclavian artery. The nervous manifesta- 
tions are by far the more consistent and prominent. 
Pain is the principal symptom and is usually referred 
to the shoulder, to the supraclavicular region, down 
the arm, to ulnar and flexor surfaces of the forearm 
and hand, and frequently to the side of the neck and 
ear. It may vary from an uncomfortable tingling, 
numb sensation to severe, lancinating pain. There 
is almost invariably a marked supraclavicular ten- 
derness on pressure over the scalenus anticus mus- 
cle. While the nervous symptoms are due largely to 
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pressure on the inferior trunk of the brachial plexus, 
which explains the pain on the ulnar side of the fore. 
arm and hand, more extensive involvement of the 


brachial plexus may result. 


Vascular manifestations consist of diminution of 
the pulse volume on the affected side, a decrease of 
the surface temperature, numbness, coldness, and 
formication. The authors have found that the dimi- 
nution in pulse volume as determined by oscillo- 
metrograms with the Tycos recording sphygmo- 
manometer is the most definite indication of the 
early vascular changes. Characteristically, the 
alteration of the oscillometric index as determined 
by oscillometrograms consists of a general decrease 
in the oscillations, particularly at the high blood- 
pressure level. ~ 

The condition should be suspected in any patient 
presenting a characteristic cervical rib syndrome in 
whom a cervical rib cannot be demonstrated roent- 
genologically. Conditions other than cervical rib 
with which it is likely to be confused are: (1) sub- 
acromial bursitis, (2) rupture of the supraspinatus 
tendon, (3) cervicodorsal sympathalgia, (4) Ray- 
naud’s disease, and (5) brachial neuritis. Cervico- 
dorsal sympathalgia must be differentiated from the 
scalenus anticus syndrome because of the nervous 
and vascular manifestations which are similar in 
both. However, it is easily eliminated by the com- 
plete relief of symptoms following novocain block 
of the cervicodorsal sympathetic ganglia. Careful 
oscillometric examinations of both arms and fore- 
arms before and after sympathetic block are of great 
diagnostic importance in cases of scalenus anticus 
syndrome. The diagnostic vascular changes, con- 
sisting of diminution and, at times, complete ab- 
sence of, the radial pulse can be produced by rotat- 
ing the head toward the affected side and extending 
the chin. Also of great diagnostic importance is the 
persistent, localized point of tenderness over the 
scalenus anticus muscle in the supraclavicular space 
with radiation of the pain into the arm. 

Because of the prompt and complete relief of pain 
following operation, the authors prefer surgery to 
conservative treatment. They report six cases, in 
four of which operation was followed by complete 
relief of the symptoms. Operation has been advised 
in the remaining two cases, but as yet has not been 
performed. The authors attribute the beneficial 
effect of operation in cases of the scalenus anticus 
syndrome to the break in the vicious circle which 
allows the first rib to assume a lower position, thus 
relieving the pressure on the subclavian artery and 
the brachial plexus. They describe their operative 
technique in detail. They regard it as desirable not 
only to divide, but also to resect the distal portion of 
the scalenus muscle because of the possibility of fi- 
brous bridging between the two ends of the divided 
muscle resulting from organization of exudate, i.e., 
blood and serum. They came to this conclusion be- 
cause in one of their cases the symptoms recurred 
after six weeks of complete relief and at a second 
operation a bridging of the muscle defect by fibrous 


SURGERY OF THE 


tissue was found. Following extirpation of the 
bridge and of the adjacent ends of the muscle the 
patient was permanently relieved. . 


Pavlovsky, A. J., and Pavlovsky, A.: Amygdaloid 
Cysts of the Neck (Quistes amigdaloideos del 
cuello). Bol. y trab. Soc. de cirug. de Buenos Aires, 
1935, 19: 313- 

This article is based on five cases of amygdaloid 
cysts of the neck which the author treated surgically. 
These formations belong to the branchiomas and 
the subgroup pharyngeal cysts. Their diagnostic 
characteristics are their localization and their 
structure. Their localization is in the superior 
carotid region between the angle of the jaw and the 
anterior border of the sternocleidomastoid. In 
structure they consist of a single cavity lined with 
stratified epithelium over a layer of lymphoid tissue 
containing germinal centers and a connective tissue 
capsule. They have thus the structure of the tonsils 
and correspond to inclusions of pharyngeal tissue 
in the second branchial cleft. They must be differ- 
entiated from cystolymphadenomas which are true 
polycystic glandular tumors sometimes containing 
lymphoid tissue but never malpighian follicles. 

The authors present a clinical analysis of their 
cases and discuss the methods of examination, 
differential diagnosis, and operative technique. 
They emphasize particularly the importance of 
diagnostic puncture, cytological examination of the 
fluid, and roentgenographic study with the injection 
of lipiodol. The characteristic cells found in the 


fluid are large round epithelial cells with abundant 
vacuolated or granular basophilic cytoplasm and a 


small compact central nucleus. 

The author’s five cases are reported in detail. The 
article contains photographs and roentgenograms 
and is followed by a bibliography. 

M. E. Morse, M.D. 


Dionisi, H.: Tumor of the Carotid Body (Tumor del 
corpusculo carotideo). Bol. y trab. Soc. de cirug. de 
Buenos Aires, 1935, 19: 124. 


The author briefly reviews the article on tumors 
of the carotid body published by Bevan and 
McCarthy in 1929 (SURGERY, GYNECOLOGY & 
OBSTETRICS, 1929, 49: 764) which gives a résumé of 
148 cases of this form of tumor, in 9 of which the 
neoplasm was discovered at autopsy. In a review 
of the literature since 1929 he found the reports of 
about 200 cases. 

To these he adds a case of his own, that of a man 
twenty-five years of age. The patient gave no 
family or personal history of importance. About a 
year before he consulted Dionisi he had several 
carious teeth extracted. Soon afterward a painless 
tumor appeared in the carotid region and grew 
progressively larger. Treatment with calcium, 
tonics, and ultraviolet rays had no effect. At the 
time of his admission to the hospital he presented 
a tumor the size of a hen’s egg on the left side of the 
neck in Farabeuf’s triangle, which extended from 
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the angle of the jaw to a line passing through the 
lower part of the thyroid cartilage. The anterior 
border of the neoplasm extended a finger’s breadth 
beyond the anterior border of the sternomastoid 
muscle and its posterior border lay beneath that 
muscle. The tumor was hard, uniform in consist- 
ency, and movable laterally but not up and down. 
It showed no pulsation or expansion. More super- 
ficially and in front of the anterior border of the 
sternocleidomastoid there was a movable tumor the 
size of a large almond, apparently an enlarged 
lymph gland. 

A diagnosis of branchial tumor or tumor of the 
carotid body was made and operation performed 
under novocain anesthesia of the cervical plexus. 
An arched incision was made 15 cm. in front of the 
sternocleidomastoid muscle, the external jugular’ 
vein sectioned between 2 ligatures, the enlarged 
lymphatic gland resected, and the tumor exposed. 
The neoplasm sat astride the carotid bifurcation, 
both carotids passing through it. After section of 
the external carotid and superior thyroid arteries 
between 2 ligatures the tumor was extirpated. Drain- 
age was established with a rubber tube. The super- 
ficial aponeurosis was closed with interrupted sutures 
of catgut and the skin with interrupted sutures of 
linen. Histological examination showed the tumor 
to be a perithelioma of the carotid body. 

The patient did well for the first twenty-four 
hours, but at the end of that time hemorrhage sud- 
denly began from the wound. When the wound 
was opened it was found that the ligature had 
slipped from the lower end of the external carotid. 
The common carotid was ligated and a blood trans- 
fusion and heart tonics were given. Hemiplegia 
soon developed and after several hours was followed 
by aphasia. The patient died forty-eight hours 
after the operation. 

By some, operation is believed to be contra- 
indicated in these cases because of the danger of 
hemiplegia from ligation of the carotid. However, 
as malignant degeneration sometimes takes place, 
the author regards it as advisable to operate as 
early as possible in spite of that risk. He believes 
that the danger of complications is reduced by 
ligating the common carotid slowly and gradually, 
pulling the ligature a little tighter each day for four 
or five days or more according to the patient’s 
condition. 

In the discussion of this report, Print briefly 
described 2 cases of tumor of the carotid body which 
he had operated on and in which the diagnosis was 
made before the operation. 

AupreY Goss MorcGan, M.D. 


Quick, D.: Radium in the Treatment of Meta- 
static Epidermoid Carcinoma of the Cervical 
Lymph Nodes. Am. J. Roentgenol., 1935, 33: 677. 


The author discusses the treatment of metastatic 
cancer in the cervical lymph nodes without considera- 
tion of the primary growth. In all of his cases of can- 
cer of the upper mucous membrane tract preliminary 
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roentgen therapy is given to the extent of an intense 

erythema on both sides of the neck. The reaction is 
not carried to the point of superficial destruction of 
the skin. If nodes are not palpable, no further neck 
treatment is given. In selected cases of fully differ- 
entiated cancer complete surgical unilateral dissec- 
tion of the neck is done. Undifferentiated lesions are 
treated by roentgen irradiation alone. In cases of 
advanced involvement only palliative roentgen ther- 
apy is given. Under all other circumstances inter- 
stitial irradiation of the neck is employed to obtain 
a cure or prolonged palliation. Preliminary roentgen 
therapy is important whether nodes are palpable or 
not. Roentgen therapy is considered preferable to 
radium therapy chiefly because radium therapy at a 
distance of from 1o to 15 cm. is impractical. It is 
possible that the application of radium at shorter 
skin distances over a period of from two to three 
weeks may be of value. 

Interstitial irradiation is indicated in all cases ex- 
cept in those of extreme Grade 4. Regardless of the 
histological character of the neoplasm, implantation 
is indicated in all cases with invasion of the node 
capsule, all cases of bilateral involvement, and all 
recurrent cases. The author prefers radon seeds be- 
cause they do not interfere with operative technique 
and assist greatly in the securing of primary healing. 
His second choice, when radon is not available, is 
element needles, and his third choice a series of tubes 
used in a large rubber drainage tube sutured the full 
length of the operative wound. 

Interstitial irradiation of cervical nodes always re- 
quires surgical exposure. For preparation of the skin 
a 5 per cent solution of picric acid in alcohol is pre- 
ferred to tincture of iodine. Surgery should be lim- 
ited to adequate exposure. 

The interstitial dosage varies from 3,000 to 10,000 
mc.-hrs. of radon irradiation or its equivalent in ele- 
ment for one side of the neck. The latter dosage rep- 
resents approximately 1o S.E.D. to a tumor mass 
from 5 to 6 cm. in diameter. In the present use of 
gold seeds with a o.3-mm. gold wall and carrying 
from 1 to 2 mc. there is a tendency to increase the 
filter and content per implant. The maximum dose 
consistent with normal tissue tolerance should be ap- 
plied regardless of the histological findings. Inter- 
stitial irradiation is of doubtful value in cases in 
which control of the growth of the primary tumor is 
uncertain. The author is less apprehensive than for- 
merly regarding the effect on the blood vessels of 
close approximation to the radon. Nerves are 
slightly less tolerant than blood vessels. The sympa- 
thetic plexuses of the neck should not be overdosed. 
There is little danger of injury to the laryngeal carti- 
lages. The presence of scar tissue and the necessity 
for repeated treatments indicate a reduction of the 
intensity of the dose. The presence of syphilitic infec- 
tion is of less importance in the neck than in the 
mouth. 

Active infection contra-indicates irradiation by 
implantation in the cervical region. 

A. James Larxtn, M.D. 


Harington, C. R.: The Biochemical Basis of Thy- 
roid Function. Lancet, 1935, 228: 1261. 

Acid-insoluble thyroxin and acid-soluble di- 
iodotyrosine account for all the iodine in the thyroid 
gland. A great loss of physiological activity is sus- 
tained by thyroxin during the process of its separa- 
tion. This is shown by the fact that desiccated 
thyroid given by mouth has several times the activity 
of a dose of thyroxin no greater than its content of 
acid-soluble iodine. Moreover, the activity of any 
thyroid preparation is proportional to its content of 
total iodine rather than, as the author formerly 
believed, to its content of thyroxin iodine. Hence, 
Harington now thinks that the natural active secre- 
tion contains both thyroxin and di-iodotyrosine. 
The chemical structure found characteristic of 
physiological activity is the thyronine nucleus with 
halogen atoms at least in the 3:5 positions. Even 
3:5:3:5-tetrabromothyronine has some activity. 

Harington reviews the rise of Plummer’s theory 
of dysthyroidism in Graves’ disease, but concludes 
that the symptoms and therapeutic observations 
offer little support for the assumption of a qualita- 
tive difference between Graves’ disease and uncompli- 
cated hyperthyroidism. In attempting to explain 
the beneficial action of iodine in Graves’ disease he 
cites Marine’s theory of mechanical interference 
“‘with secretion reaching the lymphatics in the ordi- 
nary way.’’ He emphasizes the temporary nature 
of the beneficial effect of iodine in Graves’ disease. 
He says, “The justification of iodine therapy in 
Graves’ disease is its value as pre-operative treat- 
ment; the attempt to use it for prolonged and un- 
aided medical treatment is not only foredoomed to 
failure, but means the loss of an opportunity to put 
the patient into the most favorable condition for 
operation.” 

In a theoretical discussion of possible extra- 
thyroid influences producing Graves’ disease Har- 
ington says that Marine’s results from the treatment 
of Graves’ disease with extracts of the suprarenal 
cortex have not been confirmed. He calls attention 
to the action of thyrotropic hormone. He believes 
that this is unlikely to be a cause of Graves’ disease 
under ordinary conditions. He suggests that Collip’s 
antiserum substance is not an antibody, but may be 
an antagonistic principle from the suprarenal cortex. 
Paut Starr, M.D. 


Cuthbertson, D. P., and Mackey, W. A.: The Para- 
thyroid Glands. Glasgow M. J., 1935, 123: 249. 


The authors review the anatomy, embryology, 
histology, physiology, and pathology of the para- 
thyroid glands. Their discussion includes tetania 
parathyroprivia, the biochemical basis of tetany, 
chronic hypoparathyroidism, the treatment of hypo- 
parathyroidism, the parathyroid hormone, experi- 
mental acute and chronic hyperparathyroidism, 
Vitamin D and parathormone, phosphoric esterase 
and the parathyroids, the influence of the para- 
thyroids on the metabolism of heavy metals, re- 
actionary hyperplasia of the parathyroids and auton- 
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omous adenoma, bone lesions, associated lesions 
due to hypercalcemia, roentgenologically demon- 
strated conditions associated with hyperparathyroid- 
ism, and osteitisfibrosa cystica. 

Three new cases of generalized osteitis fibrosa 
cystica are reported. 

The first was that of a woman fifty-three years of 
age who was operated upon for the removal of a 
parathyroid adenoma and died of tetany thirty-three 
days later. 

The second was that of a woman forty years old 
who was operated upon in two stages for the removal 
of a parathyroid adenoma and died of hypostatic 
pneumonia a year and four months after the second 
operation. 

The third was that of a girl nineteen years of age 
who was operated upon June 2, 1934 for a para- 
thyroid adenoma and when last examined, April 12, 
1935, showed considerable improvement. 

In discussing the surgical treatment of para- 
thyroid adenomas the authors emphasize the im- 
portance of adequate provision against postoperative 
hypocalcemia and discuss the advisability of limiting 
the operation at first to subtotal resection. 

The article is supplemented by several drawings in 
color, photomicrographs, and roentgenograms. 

Cart R. STEINKE, M.D. 
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Nelson, P. A., and Hirsch, E. F.: Roentgen Radia- 
tion Necrosis of the Larynx and Other Struc- 
tures of the Neck. J. Am. M. Ass., 1935, 228: 
1576. 


Irradiation injuries of the throat have been 
recorded by numerous observers. Some of them 
resulted in death, usually following late manifesta- 
tions. The lesions for which the irradiation was 
given included a wide variety of actual or alleged 
disorders. Carcinoma of the larynx was the most 
frequent, but many of the conditions were benign. 
The dosage varied widely from what was considered 
small doses to admittedly excessive doses. 

As the irradiation treatment of carcinoma at 
present is in a phase in which high-voltage low- 
resistance doses are given, the authors believe it 
advisable to warn of the possibility of irradiation 
injury of the larynx and to call attention to the 
seriousness of such injury. They report a case in 
which death followed late irradiation necrosis of 
the larynx. The clinical and autopsy findings are 
reported in detail. They believe that the necrosis 
in this case is to be attributed to the combination 
of four series of low-voltage roentgen irradiations 
with one series of 800-kv. rays as the dosage of the 
latter has not been followed by such destructive 
reactions. Hartunc, M.D. 
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BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Dieulafé, R.: The Symptomatology of Traumatic 
Subdural Hematomas (Séméiologie des héma- 
tomes sous-duraux traumatiques). Rev. de chir., 
Par., 1935, 54: 392. 

The author reviews fifty cases of traumatic sub- 
dural hematoma, most of which were reported in 
France since 1921. They included only cases of 
circumscribed meningeal hemorrhage of the cerebral 
surface. In a series of forty-two in which evacuation 
of the hematoma was done, there were only ten 
deaths. Dieulafé says that it is quite possible for 
blood to collect beneath the dura mater without 
diffusing into the subarachnoid space. In such cases 
lumbar puncture performed immediately after the 
accident will evacuate a clear fluid. Injury to the 
skull of any degree is capable of producing a sub- 
dural hematoma. 

The free interval has been described as the period 
intervening between the disappearance of the im- 
mediate effects of the injury and the development of 
disturbances attributable to the presence of the 
intracranial hematoma. From the cases reviewed 
by the author it is evident that a short free interval 
is no indication that the hematoma is extradural, 
and a long interval does not exclude an extradural 
hematoma. 

The incidence of various symptoms such as head- 
ache changes in character, coma, aphasia, meningeal 
symptoms, epileptic attacks, hemiplegia, and para- 
lytic motor disturbances is discussed. When head- 
ache can be increased by pressure it may be of 
some localizing value. Frequently changes in the 
tendon reflexes are the only indication of motor 
trouble. Unilateral mydriasis has a positive diag- 
nostic value, but bilateral mydriasis does not exclude 
hematoma. 

The hematoma may be visible in the roent- 
genogram because of the presence of iron pigment 
in the connective tissue membrane. Encephalog- 
raphy will reveal a smooth cerebral surface in con- 
trast to the normal convolutions. Because of the 
danger of this method of diagnosis, it should be used 
only in cases in which the diagnosis is extremely 
difficult, i.e., those in which the traumatic origin 
has been forgotten or is in doubt. In the presence of 
craniospinal block, encephalography gives no in- 
formation. 

The localization of the hematoma is of great im- 
portance in indicating the side on which trephina- 
tion should he done. Of fourteen cases in which the 
trauma was definitely limited to one side, the 
hematoma developed on the opposite side in four 
and on the same side in ten. Aphasia is an important 
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sign in that it indicates the presence of a lesion in 
the left hemisphere. 

Ventricular pressure and ventriculography will 
sometimes be of aid in cases in which, without it, 
localization would be impossible. 

There is not a single constant or pathognomonic 
symptom of subdural hematoma. The diagnosis can 
be established only on the basis of a combination of 
several signs. progressive exacerbation of symp- 
toms may be suggestive. In cases in which the free 
interval is very long and the traumatic history 
vague, it is necessary to consider the possibility of a 
non-traumatic cerebromeningeal involvement. 

The combination of trauma and a free interval 
should arouse suspicion of a hematoma. Often 
localizing signs appear early, only to be obscured by 
superadded symptoms. All the typical signs may be 
absent and the onset sudden, in which case ventric- 
ulography, encephalography, or exploratory trephi- 
nation may reveal the condition. Sometimes both 
a supradural and a subdural hematoma may be 
present. After the hematoma has been diagnosed 
its location must be ascertained. Only temporal 
trephination on the suspected side will confirm the 
diagnosis. Perhaps the most reliable sign of localiza- 
tion is the production of pain by pressure on the side 
of the hematoma. 

The author discusses also causes of error in local- 
ization. EpitH SCHANCHE Moore. 


Kornblum, K.: The Responsibility of the Roent- 
genologist in the Detection of Intracranial 
Tumors. Am. J. Roenigenol., 1935, 33: 752. 


While the final diagnosis of intracranial neoplasms 
is usually made in institutions with a well-organized 
neurological service, and localization is often depend- 
ent upon either encephalography or ventriculog- 
raphy, most patients with brain tumors are first 
seen by the general practitioner. Since successful 
treatment frequently depends upon early diagnosis, 
it is essential that the early manifestations be recog- 
nized by those who see the patient first. Roentgen 
examination is often of inestimable value in the 
detection of such lesions, and the general roent- 
genologist must share the responsibility of recogniz- 
ing signs suggesting the need for further detailed 
study by those who have had more experience with 
cases of intracranial tumors. 

The author briefly discusses the technique of 
roentgenography of the head. He emphasizes the 
importance of faultless roentgenograms showing the 
greatest possible detail. Proper positioning is a 
prime essential. As a rule two views, a direct lateral 
and an occipital view, are sufficient for a general 
survey. These may be supplemented by additional 
views if indicated. 
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The incidence of the various roentgen manifesta- 
tions of intracranial tumor in a series of 446 verified 
cases was as follows: 


Per cent 
1. Deformation of the sella turcica.............. 64.6 
2. Convolutional 8.8 
3. Calcification of the tumor.................... 6.5 
4. Widening of the sutures..................... 4.6 
2.9 
7. Lateral shift of the pineal body............... 1.8 
8. Widened diploic channels.................... 0.2 


Each of these signs is discussed at length. 

Attention is directed to some of the pitfalls in 
diagnosis and brief reference is made to certain 
conditions which may simulate brain tumor. 

For the correct interpretation of roentgenograms 
with regard to intracranial tumors, correlation of 
clinical data with the roentgenological findings is 
extremely important. In order to evaluate apparent 
abnormalities in cases of suspected brain tumor the 
roentgenologist must be familiar with the chronology 
of the symptoms, the subjective evidence of in- 
creased intracranial pressure, focal symptoms, and 
the positive objective neurological signs. 

ApotpeH Hartunc, M.D. 


Dyke, C. G., Elsberg, C. A., and Davidoff, L. M.: 
Enlargement of the Defect in the Air Shadow 
Normally Produced by the Choroid Plexus. 
Am. J. Roentgenol., 1935, 33: 736. 


A study of normal cerebral structures by en- 
cephalography revealed a defect in the lower wall 
of the lateral ventricle at the junction of the body 
with the occipital and temporal horns. This defect, 
which was frequently seen in the normal encepha- 
logram in both the lateral and the anteroposterior 
views, was found to be due to the projection of the 
choroid plexus into this portion of the lateral 
ventricle. It was present in 41 per cent of a series of 
ventriculograms and 50 per cent of a series of en- 
cephalograms. As measured from the lateral view 
with the patient in the horizontal position its 
average dimensions were 10 by 6 mm. The maxi- 
mum normal was 15 by 15 mm. 

In six ventriculograms the measurements were 
distinctly above normal with an average of 29 by 14 
mm. In these cases there arose the question as 
to whether there was a tumor on or adjacent to the 
plexus or whether the defect was due to some other 
cause. Encephalograms made several days later in 
some of the cases showed the defect to have de- 
creased in size. This led to the conclusion that 
temporary swelling in the region of the glomus of 
the choroid plexus may be the result of trauma to 
this structure or to the neighboring wall during 
ventricular puncture. In one case death followed, 
and autopsy revealed a definite hematoma in the 
atrium which extended into the occipital horn. This 
corresponded to the side on which ventricular 
puncture was done. The needle tract was definitely 
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hemorrhagic. These findings together with the 
facts that the location of the abnormally large 
defect corresponded to the glomus of the choroid 
plexus, that the defect occurred only after ventric- 
ulography and only on the side of the ventricular 
puncture when a single puncture was done, that 
the disease from which the patient was suffering 
was unrelated to the defect of the ventricle, and 
that no defect of large size was observed in 1,400 
encephalograms indicated a relationship between 
the ventricular puncture and the filling defect. 

JouN WILTsIE Epton, M.D. 


Constantini, H., and Curtillet, E.: A Case of Bilater- 
al Facial Paralysis. Spinofacial Anastomosisand 
Resection of the Superior Cervical Ganglion on 
Both Sides (Paralysie faciale bilatérale. Anas- 
tomose spino-faciale et résection du ganglion cer- 
vical supérieur des deux cotes). Lyon chir., 1935, 32: 

A man twenty-two years of age suffered a fracture 
of the skull which resulted in bilateral facial paraly- 
sis complicated by paralysis of the external oculomo- 
tor on both sides. Without doubt there was a frac- 
ture of both petrous bones. His face was mask-like 
and speech was difficult. Saliva ran from his mouth. 
Surgery was delayed for six months on the chance of 
spontaneous improvement, but as no improvement 
occurred operation was performed. The delay was 
justifiable as there were no lesions of the cornea. 

The two methods generally used in such cases are 
the old one of anastomosis between the spinal or 
hypoglossal nerve and the facial nerve, and the more 
recent one of Leriche, resection of the superior 
spinal ganglion. In the case reported the authors 
performed both operations in four stages. They 
performed the anastomosis first on the left side and 
then on the right side and then the resection first on 
the left side and then on the right side. The final 
result was excellent although the recovery of normal 
movement and expression of the facial muscles was 
gradual. As it was impossible to anastomose with 
the hypoglossal nerve on both sides, the spinal 
accessory was used on both sides. At first there was 
a simultaneous contraction of the muscles of the 
face when the shoulders were lifted, but this ceased 
after a year. 

As neither anastomosis nor resection of the ganglia 
is complete in itself, the authors recommend a com- 
bination of the two operations although they think 
it may be preferable to perform both operations on 
one side at the same time, making it a two-stage 
rather than a four-stage operation. Leriche’s opera- 
tion has the advantage of giving an immediate result 
and should be performed at once if the eyes are in 
danger. It may even correct a paralysis of the 
external oculomotor as it did on one side in the 
author’s case. It corrects the lagophthalmos and 
generally restores the ability to close the eyes. The 
anastomosis restores facial expression by restoring 
the tonus of the facial muscles. 

AuprEY Goss Morcan, M.D. 
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SPINAL CORD AND ITS COVERINGS 


Mackay, R. P., and Favill, J.: Syringomyelia and 
an Intramedullary Tumor of the Spinal Cord. 
Arch. Neurol. & Psychiat., 1935, 33: 1255. 


The authors report a case in which syringomyelia 
and an intrameduilary tumor occurred simul- 
taneously. The two conditions appeared to be very 
closely related and a part of the same process. The 
usual symptoms of syringomyelia were lacking al- 
though a considerable portion of the spinal cord was 
involved. From these observations the authors con- 
clude that the occurrence of spina bifida occulta, 
hydrocephalus, embryological malformations, and 
other developmental anomalies with or without 
vague and otherwise inexplicable neurological 
findings should lead one to suspect the presence of a 
subclinical form of syringomyelia. 

In the case reported the pathological process was 
obviously a glial proliferation with the cellular ele- 
ments consisting predominantly of fibrillary astro- 
cytes and immature ependymal spongioblasts. The 
term “gliosis” has been used in referring to this 
tissue, but since it is distinctly blastomatous it must 
be rigidly separated from the gliosis which is second- 
ary to the destruction of nerve parenchyma. 

The tumor was a typical ependymoblastoma, and 
there were many areas which were strikingly similar 
to the primary ependymal gliosis of syringomyelia. 
It was as if the ependymoblastoma had developed 
in the pre-existing syringomyelia. The primary 
ependymal gliosis of syringomyelia was therefore a 
tissue composed of ependymal spongioblasts and 
their descendant astrocytes while the tumor was a 
tissue composed of ependymal spongioblasts and 
their descendants, immature ependymal cells. 

The authors recognize the following types of 
syringomyelia: (1) the simple gliotic type, (2) the 
degenerative sclerotic type, and (3) syringomyelia 
with an intramedullary tumor. 

Simple gliotic type. Four mechanisms seem to 
lead to the development of this type. These are: 

1. Malformation of the medial dorsal septum. 
In this condition the neural crests remain entirely 
separated and the central cavity is in free communi- 
cation with the subarachnoid space. 

2. Glial proliferation. This change follows and is 
possibly due to ‘“‘dysraphism.” The proliferation 
involving the spongioblastic descendants of the 
germinal cells results in the primary ependymal 
gliosis which may include the central canal or occur 
entirely in the septum. 

3. Vascular proliferation. The vessels show an 
increase both in their number and the thickness of 
their walls. The majority lie in the peripheral por- 
tions of the gliosis. 

4. Central degeneration. This is probably de- 
pendent upon inadequacy and gradual obstruction 
of the blood supply in the central areas of the gliosis. 
It is the final step in the process and leads to cavita- 
tion. The cavity may represent in part the original 
defect in the formation of the septum. 
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Degenerative sclerotic type. In some cases the 
central degeneration appears to extend to almost all 
the gliotic tissue, and sclerosis by connective tissue 
supervenes. The relative amounts of fibrosis and 
gliosis seem to depend to a considerable extent upon 
the severity of the developmental failure and the 
degree to which pial connective tissue elements are 
included in the medullary tube. 

Syringomyelia with an intramedullary tumor. This 
type is comparatively frequent. In the case re- 
ported the two conditions appeared to be diverging 
manifestations of the same proliferative process. 
The presence of astrocytomas and other tumors of 
the astrocytic series may be explained on the same 
basis. In hemangioblastomas, lipomas, and tera- 
tomas, the neoplastic tissue is no longer ependymal 
or glial, but arises from the mesoblastic or ectodermal 
tissues which are included heterotopically in the 
medullary tube at the time of its closure. 

Joun Wi Epton, M.D. 


SYMPATHETIC NERVES 


Pieri, G.: Clinical Contributions to the Surgery of 
the Sympathetic Nervous System. VIII. Surg- 
ery of the Intestinal Nerves (Contributi clinici 
alla chirurgia del sistema nervoso vegetativo. VIII. 
Chirurgia della innervazione intestinale). Arch. 
ital. di chir., 1935, 39: 541. 

This article is based on twenty-two cases of pain 
in the right iliac fossa due to various causes, four 
cases of colitis, and twenty-one cases of constipa- 
tion. 

In cases of the first type there is mild but per- 
sistent pain in the right inferior quadrant limited 
usually to McBurney’s point, but at times diffuse 
over the entire cecum and the lower part of the 
ascending colon. The initial attack is acute and 
resembles an attack of appendicitis. The author 
divides the reviewed cases of this syndrome into the 
following subgroups: (1) painful cecum, eight cases; 
(2) movable cecum, six cases; (3) membranous 
pericolitis, six cases; and (4) spasm of the ileocecal 
valve, two cases. 

In the cases of painful cecum no cause could be 
determined. The treatment of choice was resection 
of the ileocecal plexus with appendectomy per- 
formed at the same time through the same opening. 
In most of the cases the operation was followed by 
immediate cessation of the pain and there was no 
recurrence after more than a year. In two cases the 
pain was relieved, but did not cease entirely. 

In the cases of movable cecum the operations 
performed for relief of the pain were of the following 
three types: (1) resection of the small splanchnic 
nerve, (2) resection of the tenth and eleventh rami 
communicantes on the right side, and (3) resection 
of the ileocecal plexus. The results of all were good. 
One patient who has been under observation for 
seven years has had no recurrence of the pain. 

In the cases of membranous pericolitis the opera- 
tions performed were: (1) resection of the rami 
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communicantes of the tenth and eleventh thoracic 
nerves and (2) resection of the ileocecal plexus. The 
results of both of these operations were satisfactory. 
The patients have remained free from pain for a 
maximum of six years and a minimum of eight 
months. 

In cases of spasm of the ileocecal valve pain is 
elicited by palpation over the lower part of the 
abdomen on the right side at a point a little higher 


‘and more internal than McBurney’s point and 


roentgen examination discloses a constriction at the 
level of the ileocecal valve with dilatation of the 
adjacent loop of ileum. In the two cases reviewed, 
resection of the tenth and eleventh rami communi- 
cantes yielded excellent results. 

The type of colitis discussed by the author is the 
so-called aspecific colitis of Schmidt due to such 
causes as constipation and neurosis and char- 
acterized by abdominal pain, constipation alter- 
nating with diarrhea, mucus in the feces, and pain 
on palpation of the colon. At operation in the 
cases reviewed the colitis was found on the right 
side of the colon. The left side of the colon was 
spastic. The operations were: (1) resection of the 
ileocecal and inferior mesenteric plexuses on both 
sides, (2) resection of the ileocecal plexuses only, 
and (3) resection of the sympathetic ganglia of the 
second and third lumbar segments. The results in 
all cases were satisfactory. 

Constipation is of three clinical types: atonic 
constipation, spastic constipation, and dyschesia. 

Atonic constipation is due to atony of the intes- 
tinal musculature. In this condition roentgen ex- 
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amination shows a large atonic cecum and ascending 
colon. Clinically, atonic constipation is character- 
ized by long intervals (several days) between 
evacuations and pain on palpation over the right 
iliac fossa. In three of the reviewed cases resection 
of the tenth and eleventh thoracic ganglia corre- 
sponding to the innervation of the cecum was done 
with good results in all. In five cases, resection of 
the lumbar sympathetic chain on both sides from 
the level of the third to the fifth lumbar segments 
was done with fair results in two and indifferent 
results in three. 

Spastic constipation is the constipation of neu- 
rotic persons. The evacuations are not so infre- 
quent as in atonic constipation, but are accompanied 
by pain and general reflex phenomena. Roentgen 
examination shows a markedly contracted de- 
scending colon and sigmoid. Clinically, palpation 
reveals pain on the left side of the abdomen, and 
the contracted descending colon can be felt. In two 
of the reviewed cases the left vagus was cut above 
the diaphragm and in the eight others the ileocolic 
and inferior mesenteric plexuses were resected. The 
results were mediocre. 

In dyschesia the feces accumulate in the rectum 
without being expelled. This may be due to an 
irritating stimulus to the anorectal sphincters, lack 
of response to the stimulus of evacuation, or in- 
hibition of the stimulus to evacuation. The author 
advises resection of the superior hypogastric plexus, 
but calls attention to the fact that in the male the 
afferent path of the reflex of ejaculation passes 
through this plexus. Davip Joun Impastato, M.D. 
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CHEST WALL AND BREAST 


Santa, L.: Myxomatous Tumors of the Breast (Sui 
tumori mixomatosi della mammella), Ann. ital. di 
chir., 1935, 14: 85. 

Myxomatous tumors constitute only about 0.18 
per cent of tumors of the breast. Pure myxoma of 
the breast is very rare. Myxomatous tissue is 
usually associated with other neoplastic tissues, both 
epithelial and connective tissue. The types of myxo- 
ma listed in the literature include the adenomyxoma, 
fibromyxoma, chondromyxoma, leiomyomyxoma, 
and sarcomyxoma. These also may be combined. 

Santa reports in detail two cases of myxomatous 
tumor of the breast. In one, the tumor had been 
present for thirty years, and in the other, for twelve 
years. Rapid growth of the tumor to huge propor- 
tions and myxomatous changes began suddenly 
without relation to changes in sex life, pregnancy, 
lactation, or trauma. This type of development 
naturally suggests sarcomatous degeneration. Physi- 
cal examination usually reveals a benign type of cir- 
cumscribed, non-adherent tumor of the expansile 
rather than the infiltrating type. There is no tender- 
ness or spontaneous sensitivity. In the first case 
reported by the author a radical mamectomy was 
done, and in the second, a conservative operation. 

Except for minor variations, the pathological 
changes were the same in both tumors. The neo- 
plasms were classified as myxofibro-adenomas. The 
differentiation from intracanalicular fibro-adenoma 
with myxomatous degeneration of the connective 
tissue is not clear. Apparently in the latter the 
myxomatous tissue does not take an active proliferat- 
ing part in the process. An infiltrating type of tumor 
must be recognized. This suggests malignant de- 
generation. It represents a breaking through of the 
myxomatous tissue into the tissue surrounding the 
capsule of the tumor and must be considered latently 
malignant. Tumors of this type are known to recur 
after incomplete excision. The treatment of choice 
is therefore radical amputation of the breast with 
axillary dissection. A. Louis Rost, M.D. 


Martorell, J.: Rapidly Disseminating Cancers of 
the Breast (Los cAnceres mamarios de diseminacién 
rapida). Rev. de cirug. de Barcelona, 1935, 5: 217. 


The author describes an extremely malignant and 
rapidly fatal form of cancer of the breast which, in 
the beginning, presents the picture of an ordinary 
inflammation and may be mistaken for mastitis 
and treated as such until treatment is hopeless. The 
histological picture of this form of tumor is shown 
by photomicrographs. 

The neoplasm begins in the galactophorous ducts 
and extends and multiplies in pre-existing normal 
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spaces, the galactophorous ducts and gland acini, 
without at first seeming to affect the connective 
tissue. Finally, it invades the lymphatic tracts and 
blood vessels, and thereafter its progress is extremely. 
rapid and malignant. The whole gland is edematous 
and shows masses of undifferentiated and inde- 
pendent cells, some of which are giant cells with 
enormous and irregularly lobulated nuclei. There 
are many mitotic figures. The polymorphism of the 
cells is in marked contrast to the homogeneous char- 
acter of the cells in ordinary forms of tumor. Sclero- 
sis does not occur, and the blood vessels do not be- 
come obliterated. Tumor cells are found in the 
circulating blood. 

Once the malignant stage of the tumor has begun, 
no form of treatment has any effect. Accordingly, 
there is hope only if the diagnosis is made in the 
intracanicular stage. The physician should bear in 
mind the fact that in young women these tumors 
may begin with the appearance of an ordinary in- 
flammation and that it is better to make a useless 
biopsy in a case of mastitis than to fail to make 
a biopsy in a case in which such extraordinary 
malignancy may develop. 

Auprey Goss Morcan, M.D 


TRACHEA, LUNGS, AND PLEURA 


Westermark, N.: The Situation of the Pleural Exu- 
date in Obstructive Atelectasis of the Lung. 
Acta radiol., 1935, 16: 345. 


In eighteen cases of obstruction atelectasis with 
a free pleural exudate the upper border of the exu- 
date extended obliquely laterally and downward 
instead of, as usual, obliquely medially and down- 
ward. The position of the exudate was dependent 
somewhat upon its amount and the location of the 
obstructive atelectasis. From the localization of 
the exudate it was possible to determine the position 
of the bronchial obstruction. 

The displacement of the free pleural exudate in 
cases of obstructive atelectasis is similar to the 
well-known displacement of the heart and medi- 
astinum, the retraction of the thoracic cavity, and 
the elevation of the diaphragm which occur with 
this pulmonary condition and is to be looked upon 
as due to suction and to equalization of the altered 
conditions of pressure in the pleural cavity. 


Zanetti, S.: The Value of Roentgen Examination 
in the Surgical [Treatment of Pulmonary ‘1u- 
berculosis (11 valore dell'indagine radiologica nella 
cura chirurgica della tubercolosi polmonare). a- 
diol. med., 1935, 22: 425. 


Zanetti states that for the treatment of pul- 
monary tuberculosis roentgen examination has been 
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found very useful if not indispensable. It is impor- 
tant in diagnosis because it reveals not only the site 
of the lesion but also its extent and character. It 
has been found particularly useful in cases in which 
surgical intervention is contemplated. 

The surgical procedures for the treatment of cer- 
tain types of pulmonary tuberculosis are rather 
numerous. Their indications and contra-indications 
depend almost exclusively on the roentgen findings. 
Resection of the phrenic nerve, for example, is indi- 
cated in all cases in which a spontaneous tendency 
toward pulmonary retraction is found and contra- 
indicated in cases of bilateral lesions. 

The extent of the lesion and its anatomico- 
pathological features are probably the most impor- 
tant criteria by which the surgeon may decide on 
one type of surgical intervention rather than 
another. 

Roentgen examination enables the surgeon to 
follow accurately the course and evolution of the 
tuberculous process and therefore to modify the 
treatment at any time that a change is desirable. 
It is of considerable value also in establishing the 
prognosis. 

Zanetti describes in detail the various types of 
surgical procedures which are employed in the 
treatment of pulmonary tuberculosis, discusses their 
indications, and reports a series of cases showing the 
value of roentgen examination in the surgical treat- 
ment of pulmonary tuberculosis. 

The article contains a number of illustrations. 
Ricwarp E. Soma. 


Holst, J.. Semb, C., and Frimann-Dahl, J.: On the 
Surgical Treatment of Pulmonary Tuberculo- 
sis. Acta chirurg. Scand., 1935, 76: Supp. 37, I. 


This article is based on 200 cases of pulmonary 
tuberculosis treated surgically—122 at the State 
Hospital, Surgical Department A of the University 
Clinic at Oslo, 48 at the Vardaasen Sanatorium, and 
30 at the Glittre Sanatorium. Twelve types of 
operations were performed. The authors’ findings 
and conclusions are summarized as follows: 

1. The results of all operations are dependent 
essentially on the collapse of the cavity achieved. 
With very few exceptions, the patients whose 
cavities were completely collapsed became clinically 
free from symptoms and bacilli and fit for work, 
while those whose cavities were not completely col- 
lapsed did not become free from symptoms or fit 
for work, and continued to harbor bacilli. Many 
of the latter subsequently died of the tuberculosis. 

These facts demonstrate that the surgical treat- 
ment of pulmonary tuberculosis is to a very great 
degree cavity therapy. The size and site of the 
cavity are the factors determining the type and 
extent of the collapse effect required. Non-caver- 
nous, more or less latent infiltrations usually do not 
require surgical collapse therapy. 

2. Examination to determine the site of the cav- 
ity in 136 unselected cases of surgical pulmonary 
tuberculosis demonstrated isolated cavities in one 
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of the upper lobes in 128 cases and cavities in the 
middle and lower lobes in 8 cases. This proves that 
in the great majority of cases of surgical pulmonary 
tuberculosis collapse of only the upper lobe is 
required. In other words, there is great need for 
selective operations on the upper lobe. 

3. In studies of the ability of the different oper- 
ative methods to meet the demands made by the 
conditions of the cavity it was found that para- 
vertebral total thoracoplasty does not have a selec- 
tive effect and does not produce definite effective 
collapse of the upper lobe. Of 26 patients subjected 
to this operation, effective collapse of the cavity 
was achieved in only 7. It is therefore apparent 
that the paravertebral total thoracoplasty does not 
produce the desired mechanical effect on the upper 
lobe. The deficiency of the collapse of the upper 
lobe after this operation is due partly to deficient 
relaxation from one side to the other (i.e., insufficient 
resection of the upper ribs) and partly to failure of 
relaxation of the lung from above and from behind. 

4. The principal requirement is relaxation of the 
lung permitting the cavity to shrink concentrically. 
Attempts have been made to achieve this by com- 
bining an extensive apicolysis with extensive resec- 
tion of the upper ribs. 

5. After trials with different methods, we adopted 
the extrafascial apicolysis described by Semb, com- 
bined with total extirpation of the first rib and 
total or subtotal extirpation of the second rib, with 
resection of the subjacent ribs to the extent indi- 
cated by the extension of the process. 

Of 96 patients subjected to Semb’s extrafascial 
apicolysis and resection of ribs in the State Hospital 
and the Vardaasen Sanatorium, complete collapse 
of the cavity was obtained in 88. Of the 8 in which 
complete collapse was not obtained, 4 were operated 
upon only a few weeks before this report was made. 
It appears therefore that the mechanical effect 
produced on the cavities by thoracoplasty with 
extrafascial apicolysis is definitely superior to that 
produced by paravertebral total thoracoplasty or 
by Graf’s upper lobe thoracoplasty. 

This was demonstrated also in the cases in which 
collapse of the cavity was not achieved by the 
ordinary paravertebral thoracoplasty or the Graf 
thoracoplasty, but was obtained later by thoraco- 
plasty with extrafascial apicolysis. Complete col- 
lapse of the cavity was obtained in 10 out of 11 
cases in which such re-operations were performed. 

6. As shown by roentgenograms, the selective 
effect of apical thoracoplasty with extrafascial 
apicolysis is very marked. The extent of the collapse 
may be varied as required. In other words, the 
method may be individualized to a pronounced 
degree. 

7. The number of cases in which each of the dif- 
ferent operations was performed was too small to 
permit comparative statistics of mortality. How- 
ever, a comparison of the results of the operations 
at the State Hospital and the Vardaasen and 
Glittre Sanatoriums shows that in 77 cases in which 
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apical thoracoplasty with resection of the fourth to 
sixth ribs and extrafascial apicolysis was done there 
were 2 postoperative deaths. The mortality of 
somewhat less than 3 per cert indicates that this 
method involves a very reasonable operative risk. 
Investigations regarding the postoperative changes 
showed that particularly the apical thoracoplasties 
do not reduce the expectorative ability to the same 
extent as total thoracoplasty. As expectorative 
ability following the selective apical thoracoplasties 
is relatively good, these operations are attended by 
less risk of postoperative pulmonary complications 
such as atelectasis, pneumonia, and bronchial ob- 
struction, which constitute the most serious danger 
of thoracoplasty. 

In the cases in which upper lobe thoracoplasty 
with resection of seven or eight upper ribs and extra- 
fascial apicolysis was done and those in which total 
thoracoplasty with extrafascial apicolysis was per- 
formed, the mortality was decidedly higher than 
that of apical thoracoplasty with extrafascial 
apicolysis. This fact was due to the more extensive 
resection of the ribs in the former procedures which 
impaired expectorative ability to a greater degree 
and thereby increased the incidence of pulmonary 
complications. It was presumably of some impor- 
tance also that in the cases in which the former 
operations were performed the tuberculosis was 
more advanced than in those treated by apical 
thoracoplasty with extrafascial apicolysis and 
phrenicectomy was done more frequently. 

Since, in our opinion, the extensive resection of 
the ribs in upper lobe thoracoplasty with extra- 
fascial apicolysis and total thoracoplasty with 
extrafascial apicolysis was the cause of the higher 
mortality in the cases in which these operations 
were performed, we intend in the future to perform 
total thoracoplasty with extrafascial apicolysis in 
several stages in every case, and to perform upper 
lobe thoracoplasty with extrafascial apicolysis in 
2 stages more frequently than heretofore. 

As a consequence of the results in the cases 
reviewed, extrafascial apicolysis has been done in 
all cases of upper lobe cavitation treated at our 
clinic during the last two years. 

According to whether the indication was collapse 
of the apex of the lung, the entire upper lobe, or the 
entire lung, the extrafascial apicolysis has been 
combined with apical thoracoplasty (resection of 
the fourth, fifth, and sixth upper ribs), upper lobe 
thoracoplasty (resection of the seventh and eighth 
upper ribs), or total thoracoplasty (resection of nine 
ribs or more). 

The chief advantage of extrafascial apicolysis is 
that it takes the form of an anatomical dissection 
under direct vision. This insures safe hemostasis 
and facilitates mobilization particularly of the 
upper posterior and medial parts of the lung, which 
are affixed to the neurovascular trunk, the spinal 
column, and the mediastinum. 

8. The postoperative course has been closely fol- 
lowed by roentgen examination at intervals of a few 
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days from the day of the operation. The most 
frequent and important complications have been 
pulmonary complications depending on retention of 
bronchial secretion due to reduction of the ability 
to expectorate (bronchial obstruction, atelectasis, 
pneumonia, mechanical suffocation). Of the total 
number of 14 deaths, 8 were due to lung complic:- 
tions. 

Postoperative atelectasis was revealed in approxi- 
mately 50 per cent of the cases in which roentgen 
examinations were made. Fatal primary heart 
debility and fatal shock occurred in only 1 case each. 
One patient died of air embolism during an attempt 
at re-operation. Tuberculin shock was never 
observed. 

9. The risk involved in thoracoplasty is therefore 
dependent essentially upon the extent to which 
expectorative ability is impaired and retention of 
bronchial secretion occurs after the operation. 
Expectorative ability is impaired by extensive 
resection of ribs, suspended mobility of the dia- 
phragm, and poor fixation of the mediastinum. 
Therefore it is of importance to avoid too extensive 
resection of ribs in 1 stage, to avoid phrenicectomy 
as a preliminary operation to thoracoplasty, and to 
take particular care when operating upon patients 
with a mobile mediastinum. Our material demon- 
strates that pulmonary complications occur more 
frequently after major thoracoplasties than after 
apical thoracoplasties, and more frequently in 
phrenicectomized patients than in patients with a 
normal diaphragm. 

1o. We consider phrenicectomy to be damaging 
in a double sense when cavities are situated in the 
upper lobe because it destroys the sound lower lobe 
and increases the danger of pulmonary complica- 
tions after a subsequent thoracoplasty. 

11. Paraffin packing is unable to compete with 
apical thoracoplasty with extrafascial apicolysis. 

12. Like most other surgeons, we attach great 
importance to the choice of the right time and the 
most favorable phase for the operation. The most 
favorable phase is the most fibrous phase. 


Strieder, J. W., and Alexander, J.: Multiple Inter- 
costal Neurectomy for Pulmonary Tuberculosis. 
J. Thoracic Surg., 1935, 4: 473- 


Multiple intercostal neurectomy is advocated for 
certain cases of pulmonary tuberculosis in which 
pneumothorax has failed and thoracoplasty is contra- 
indicated. Neurectomy is recommended also for 
cases of predominantly unilateral lesions with or 
without small cavities in which the symptoms per- 
sist in spite of prolonged bed rest, attempted pneu- 
mothorax, and phrenic paralysis with or without 
scaleniectomy. In well-selected cases primary neu- 
rectomy may cause sufficient improvement to permit 
a later curative thoracoplasty. However, this pro- 
cedure is no longer advised for patients who are 
desperately ill. 

The operation described is usually performed in 
two stages separated by an interval of one or two 
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weeks apart. It is done under local anesthesia. The 
posterior 3 or 4 cm. of the second to the sixth inter- 
costal nerves should be resected, but the seventh 
to the ninth or tenth should be only crushed as 
these are the motor nerves to the upper abdominal 
muscles. 

Of twenty cases so treated, an apparent cure was 
obtained in three, arrest of the condition in one, 
improvement in ten, and no improvement in one. 
Five of the patients died. 

In conclusion the authors say that the operation 
should not be done unless bed rest and pneumo- 
thorax have been tried and have failed. 

GrorceE A. M.D. 


Pollock, W. C.: Thoracoplasty and Contralateral 
Artificial Pneumothorax. J. Thoracic Surg., 
1935) 4: 502. 


Bilateral pulmonary tuberculosis may be treated 
successfully by performing thoracoplasty in the pres- 
ence of a contralateral artificial pneumothorax. 
Pneumothorax, should be induced on the less in- 
volved side and continued as an expansile type of 
compression for a sufficient period to warrant the 
application of more radical therapy of the side on 
which pneumothorax cannot be induced effectively. 

Bilateral pneumothorax, at one time a rather 
radical procedure, is now used rather extensively. 
The procedure described is advocated as a further 
advance in the gradual evolution of compression 
therapy. The cases in which it is to be used must 
be very carefully selected. The rib resection must 
be sufficient to permit collapse of the diseased area 
while the relatively uninvolved portion is left free 
for respiratory function. 

In the twelve cases in which the author has per- 
formed this operation since 1931 there were no 
operative deaths. In four cases the operation was 
done in 2 stages. In all of the cases the results 
were excellent. Pollock states that patients with a 
vital capacity 40 per cent of the normal should ex- 
perience little operative respiratory difficulty. All 
of his patients are given glucose orally for twenty- 
four hours and 6 gr. of sodium amytal in prepara- 
tion for nitrous oxide oxygen anesthesia. Post- 
operatively they are given oxygen at intervals, and 
frequent lung inflation is practised. 

GrorcE A. Cottett, M.D. 


Epstein, A.: Complex Cases of Bronchial Dilatation 
(Quelques cas complexes de dilatations bronchiques). 
Rev. méd. de la Suisse Rom., 1935, p. 470. 


Four cases of bronchial dilatation with various 
complications are reported in detail. 

The first case was one of bronchiectasis compli- 
cated by psoriasis in a man fifty-one years of age. 
At the age of thirty-nine years the patient had suf- 
fered an attack of grippe and bilateral broncho- 
pneumonia followed by chronic cough and expecto- 
ration persisting for two or three years, occasional 
hemoptysis, and attacks of slight fever. Examina- 
tion revealed bronchiectasis of the left base. Cure 
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was effected by the administration of anastil and the 
intratracheal application of filtered autogenous vac- 
cine. During a transitory spontaneous remission of 
his bronchorrheic condition, the patient suffered 
from a generalized eruption of a pruriginous type, 
which was particularly marked about the elbows and 
knees. The rash was diagnosed as an atypical psori- 
asis, being more infiltrative than desquamative. As 
the pulmonary condition improved the psoriasis grew 
worse. Similar cases have been reported by Lacroix, 
who attributes the skin manifestations to variations 
in the cholesterin of the blood. Melanoderma com- 
plicating bronchiectasis has also been reported. 

The author’s second case was one of congenital 
bronchiectasis with secondary bronchial asthma in a 
man twenty-nine years of age who had suffered from 
chronic purulent bronchorrhea following an attack 
of influenzal pneumonia on the left side. Whenever 
an exacerbation of the bronchorrhea occurred, as, 
for instance, after an attack of grippe, the patient 
suffered from a moderate, continuous dyspnea. 
When the bronchorrhea improved, the dyspnea be- 
came more severe, taking on an expiratory, asthmat- 
iform aspect. Then for a time an asthmatic state 
developed during intervals between the attacks of 
infectious bronchorrhea. This alternation gradually 
became more accentuated. A diagnosis of bronchiec- 
tasis of the left base was made. A series of about 
twenty injections of anastil cured the bronchorrhea, 
but the secondary asthma grew worse. Chryso- 
therapy and phosphoric acid were then administered, 
with the result that in a few months the patient was 
cured except for only a slight residual dyspnea and 
emphysema for which gold salts will be prescribed. 

The third case was one of ankylosing rheumatism 
and bronchial dilatation in a man of fifty-six years. 
The patient first developed rheumatism following an 
attack of gonorrhea at the age of twenty-five years. 
Later, an attack of bilateral influenzal broncho- 
pneumonia was followed by ankylosing rheumatism 
of the thoracic spine terminating after eight years in 
total rigidity of the thorax and spine. The patient 
suffered also from recurrent iritis. Various treat- 
ments were tried for the rheumatism, but failed to 
give relief. A few years later the Strumpell-Bechte- 
rew spondylosis was still further complicated by 
bronchitis followed by a progressive bronchorrhea 
with dyspnea. Three months’ treatment with ana- 
stil injections resulted in marked improvement in 
the bronchorrhea, and injections of atophanyl had 
somewhat increased the mobility of the spine when 
a motor accident and a dry pleurisy so weakened the 
patient that almost all hope of saving his life was 
lost. The only chance for relief was offered by opera- 
tive mobilization of the apical region of the lungs. 
This was attempted by a modified Freund operation. 
Shortly after the operation the patient died of other 
complications which included a dental abscess and 
pulmonary gangrene. Autopsy revealed a fresh pri- 
mary tuberculosis of the liver. 

The fourth case was one of cicatricial hemoptysic 
bronchial dilatation in a man of thirty-eight years. 
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Injections of anastil and gomenol cured the bron- 
chorrhea, but after taking a fresh cold the patient 
was seized with severe hemoptysis which resisted all 
treatment. On the fourth day a hemostatic pneumo- 
thorax was induced. For safety, this was continued 
for a period of about two years. At the end of that 
time the hemoptysis recurred, but was not of an 
alarming nature. As phrenicectomy on the right side 
failed to concrol it and ultimately renewed severe 
hemorrhage occurred, partial thoracoplasty was per- 
formed and supplemented by oleothorax. Since this 
operation there has been no further significant 
hemorrhage. Epita SCHANCHE Moore. 


Ivanissevich, O., Ferrari, R. C., and Brea, M. M.: 
Bronchopulmonary Suppurations Due to Can- 
cer of the Lung (Supuraciénes broncopulmonares 
consecutivas al c4ncer del pulmén). Bol. inst. de 
clin. quir., Univ. de Buenos Aires, 1934, 10: 229. 


A diagnosis of lung abscess is often made in cases 
of cancer of the lung. Infectious complications may 
so modify the clinical course of pulmonary cancer as 
to mask its nature. The symptoms and signs of 
these complications may confuse the most accurate 
observer. A correct diagnosis is important because 
the operative indications and prognosis are quite 
different in the two conditions. 

Of thirty-two cases of cancer of the lung, only 
fifteen were correctly diagnosed at the time the 
patient entered the hospital. In cases in which the 
authors drained lung abscesses secondary to cancer 
marked improvement resulted in the first few 
months. In one case the patient gained 25 kgm. in 
weight in six weeks. 

Laboratory examination of the sputum some- 
times leads to the diagnosis by disclosing neoplastic 
tissue. 

X-ray examination of the chest is of greatest 
value. The two characteristic features are bronchial 
obstruction and atelectasis. A homogeneous shadow 
in which there are small clear areas suggests disin- 
tegration of a cancerous area. Arborizations at the 
periphery suggest strands of cancer cells. In some 
cases, however, the X-ray findings may also be only 
those produced by the resulting infectious process. 

Bronchoscopy is the most direct and exact method 
of establishing the diagnosis. The cancers are usu- 
ally of bronchial origin and often located at the 
bifurcation of the larger bronchi. A positive diag- 
nosis can be made only by biopsy. However, nar- 
rowing of the bronchial lumen and _ progressive 
fixation and rotation of a bronchus must be consid- 
ered more than suggestive. While cancer of the lung 
is being discovered more frequently with the aid of 
the bronchoscope, the diagnosis is not yet made 
early very often. Wiuram R. MEEKER, M.D. 


Gullotta, G.: Experiments on Resection of the 
Lung (Prove sperimentali di resezione polmonare). 
Policlin., Rome, 1935, 42: sez. clin. 283. 


The greatest difficulties in surgery of the lung are 
germetic closure of the bronchi and the prevention 


of hemorrhage. Gullotta first briefly reviews the 
various methods by which these difficulties have been 
overcome experimentally and then reports lobec- 
tomies and pneumectomies which he performed on 
dogs, rabbits, and cats. In the latter he used the 
Bellucci-Chiurco technique, an easy and: rapid 
method which eliminates the risk of hemorrhage. 
The lobe to be resected is exposed by the resection 
of ribs and then elevated to the plane of the ribs. li 
the cavity is closed at once by the lung the likelihood 
of pneumothorax is reduced. The lung is fixed to 
the skin by the technique of Chiurco and resected 
at a second operation. 

In conclusion Gullotta says that while such drastic 
interventions can be carried out with successful 
results on experimental animals, their application to 
man is still associated with grave risk. Neverthe- 
less, their performance on animals may yield in- 
formation of value in clinical cases. 

EuGEneE T. Leppy, M.D. 


HEART AND PERICARDJUM 


Bunch, G. H.: Suppurative Pericarditis. Am. J. 
Surg., 1935, 28: 613. 

Non-traumatic suppurative pericarditis is essen- 
tially secondary and most often follows respiratory 
disease, particularly pneumonia or empyema. Sep- 
ticemia, rheumatic fever, or osteomyelitis may also 
be the cause. The organisms responsible are the 
various types of pneumococci, streptococci, and 
staphylococci. 

The symptoms of pyopericardium are those of 
sepsis plus those of impairment of the circulation 
from mechanical embarrassment of cardiac action 
due to increasing pressure made upon the heart by 
the accumulating effusion. There is apt to be pre- 
cordial pain. Exacerbation of septic symptoms is 
common. There may be chills and high fever. 

The diagnosis of pyopericardium remains a chal- 
lenge to the medical profession. Effective treat- 
ment depends upon early recognition. 

On physical examination the patient is found 
acutely ill, toxic, and weak. The symptoms include 
shortness of breath, cyanosis, and venous congestion. 
There may be general edema. The pulse is rapid. 
The heart sounds are usually indistinct and muffled, 
and the apex beat is weak. Posteriorly there is dull- 
ness over the mediastinum and to the left. At some 
time in the course of the condition a definite friction 
rub may be found. 

Roentgenograms of the chest should always be 
made. Careful paracentesis is indicated to deter- 
mine the character of the effusion. 

The mortality of purulent pericarditis when 
treated medically is practically 100 per cent. The 
disease is largely limited to childhood. 

The treatment indicated is adequaie drainage by 
open operation as soon as the diagnosis is made. 
Under local anesthesia the pericardium is approached 
through the interpleural space, the so-called triangle 
of safety. A wick of folded rubber dam is placed 
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into the pericardial cavity. Pulsation of the heart 
insures drainage of the pericardium if no encap- 
sulated pus pockets are present. 

No patient not moribund is too sick for operation. 
The hope of cure depends upon early drainage. 
Paracentesis is essentially a diagnostic procedure 
without a therapeutic effect. 

J. DanreL Wrttems, M.D. 


ESOPHAGUS AND MEDIASTINUM 


Manges, W. F., and Clerf, L. H.: Congenital 
Anomalies of the Alimentary Tract; with 
Special Reference to the Congenitally Short 
Esophagus. Am. J. Roentgenol., 1935, 33: 657- 


The authors divide the congenital anomalies of the 
alimentary tract into the following six groups: 
(1) atresia, (2) variations in the lumen, (3) variation 
in length, (4) variations in position, (5) adventitious 
membranes, and (6) diverticulum. 

In discussing the atresias, they emphasize that an 
early diagnosis should be made by roentgen studies 
before surgical intervention is undertaken, and that 
the report of the findings of the roentgen examination 
should indicate particularly the length of the upper 
segment, or rather the level with relation to the 
vertebra at which this segment terminates. They 
have not seen any cases of congenital atresia of the 
esophagus below the level of the bifurcation of the 
trachea. When there is atresia of the upper esoph- 
agus, the presence of air in the stomach and intes- 
tines constitutes definite evidence that the lower 
segment of the esophagus communicates with the 
respiratory tract. The distribution of the intestinal 


gas may indicate also the site of stenosis lower in the 
gastro-intestinal tract. ‘ 
Variations in the lumen may occur in any part of 


the gastro-intestinal tract. Narrowing has been 
found in the congenitally short esophagus and the 
small bowel, but never in the stomach. 

The authors discuss congenital shortening of the 
esophagus in detail. They raise the question as to 
whether the large number of so-called ‘congenital 
hernias” of the diaphragm recorded in the literature 
were studied with the possibility of the presence of a 
short esophagus in mind. 

The diagnosis of congenital short esophagus rests 
upon the roentgen findings. A portion of the stomach 
must be shown to remain above the diaphragm, and 
the esophagus must be shown to be too short to 
reach the diaphragm. In the cases of adults, the best 
roentgenograms are obtained in the right oblique 
prone position. The esophagogastric junction is 
usually at the level of the seventh or eighth thoracic 
vertebra. 

In the cases reviewed the authors were unable to 
demonstrate roentgenographically the esophageal 
ulcers that were seen through the esophagoscope. 
The main symptoms were dysphagia, regurgitation, 
pain, and dyspnea. The findings of esophagoscopy 
consisted of a short esophagus, narrowing at the 
esophagogastric junction, a dilated portion of the 


THE THORAX 


335 


food passageway lined by gastric mucosa above the 
diaphragm level, and absence of the normal hiatus 
esophagus. 

Among other congenital anomalies of the gastro- 
intestinal tract which are referred to briefly by the 
authors are non-rotation of the cecum, ptosis, ad- 
ventitious membranes such as Jackson’s veil, and 
diverticula of the bowel. Louts SPERLING, M.D. 


Carroll, G. G.: Spontaneous Pneumothorax Co- 
incident with Esophagoscopy: A Report of 
Two Cases. Arch. Otolaryngol., 1935, 21: 515. 


In the first of the two cases of spontaneous 
pneumothorax reported the condition was fatal. 
The author attributes it to a rupture of a pleural 
adhesion causing an opening in the visceral pleura. 
In this case there was a curvature of the esophagus 
to the right which was overlooked by the roent- 
genologist because the fluoroscopic examination was 
made in only the right oblique diameter. 

Carroll believes that in the second case the 
pneumothorax may have been due to rupture of the 
visceral -pleura by an emphysematous bleb, a 
caseous tubercle, or some other factor. 

Roentgenograms made in the two cases are 
presented. J. Frank Dovcary, M.D. 


Calzolari, T.: Nerve Tumors of the Mediastinum 
(Tumori nervosi del mediastino). Ann. ital. di 
chir., 1935, 14: 15. 

Only a very few tumors of the posterior mediasti- 
num are amenable to surgical attack. These include 
hydatid cysts, dermoid cysts, and primary tumors. 
Calzolari discusses ganglioneuromas and _ neurino- 
mas. After reviewing the literature and the various 
theories regarding the pathogenesis and classification 
of these tumors, he reports six cases in which opera- 
tion was performed for such neoplasms in Sauer- 
bruch’s clinic. The case histories are supplemented 
by roentgenograms, photographs of the gross speci- 
mens, and photomicrographs. 

Clinically, these tumors are usually silent and are 
discovered accidentally in the course of a general 
examination. Even tumors of considerable size are 
well tolerated in the mediastinum. When subjective 
symptoms occur they usually consist of a sense of 
constriction in the chest and infrequent respiratory 
crises. Objective changes of significance are rare. 
In only one of the reported cases was there any 
dilatation of the veins of the neck suggesting con- 
striction of the superior vena cava. This absence 
of clinical changes is in contradistinction to the 
classical picture of mediastinal tumors. The classical 
picture is usually that of malignant tumors which 
as a rule are situated in close contact with the vital 
structures of the mediastinum. 

The location of nerve tumors of the mediastinum 
is usually in the concave region of the chest at the 
junction of the ribs and vertebre where, otherwise, 
little besides lung parenchyma is present, there is 
considerable room for expansion of the tumors, and 
the resulting lung compression is easily compensated 


|| 

he 
en 

on 
he 
vid 
ge, 
ion 
li 
od 
ted 
stic 
sful 
1 to 
he- 

in- 
). 
sen- 
tory 
Sep- 

also 

the 

and 
e of 
tion 
tion 

pre- 
as is 
chal- 
reat- 
‘lude 
tion. 
apid. 

filed, 

dull- 
some 

ction 
be 
leter- 
when 

The | 
pe by 
nade. 
ached 
jangle 
laced 


336 


for by the remainder of the lung. The left thoracic 
cavity is involved more frequently than the right. 
This may be explained by early embryonic develop- 
ment. The left-sided rotation of the heart may be a 
factor. Other influences which may play a réle are 
the pressure of the relatively large embryonic heart 
and later possible pressure from diaphragmatic her- 
nia or from the absence of a lung. Nerve tumors of 
the mediastinum are three times as frequent in fe- 
males as in males and are most common in young 
persons. The average age of the patients whose cases 
are reviewed was twenty-four years. 

In general, these tumors must be considered 
benign. They may remain quiet for many years. 
They may cause symptoms by pressure, but only 
very rarely do they become infiltrating. 

From the histological point of view the two fun- 
damental elements involved, namely, the ganglion 
cells and the nerve fibers, should be considered sepa- 
rately. The cells may be the result of an abnormal 
development of embryonal ganglionic tissue or may 
represent the growth of aberrant ganglionic tissue. 
The origin of tumors consisting chiefly of nerve fibers 
is doubtful. 

These tumors must be differentiated from all 
other types of benign tumors and from cysts of the 
mediastinum. Frequently, recognition of their 
nature requires a histopathological examination. 
The X-ray may be of great aid in the differentiation. 

The treatment indicated is exclusively surgical. 
To date, irradiation has not been successful. When 
the diagnosis is reasonably certain, tumors of limited 
size should be removed because almost inevitably 
they will become larger. The author gives a brief 
description of the technique employed by Sauer- 
bruch. A. Louts Rost, M.D. 


Decker, H. R.: Primary Malignant Tumors of the 
Thymus Gland. J. Thoracic Surg., 1935, 4: 445. 


The most common abnormality of the thymus 
gland seen in clinical practice is the benign hyper- 
plasia of infancy. Less frequent is the hyperplasia 
associated with Hodgkin’s disease, exophthalmic 
goiter, myasthenia gravis, leucemia, and status 
lymphaticus. Malignant growths, while compara- 
tively rare, are being reported from time to time. 
Including 2 cases reported by the author, 208 cases 
of malignant thymic tumors were recorded up to 
June, 1934. 

Malignant tumors of the thymus are difficult to 
diagnose. Pathologists disagree regarding their 
classification because the origins of the thymic cells 
are still in doubt. The gland develops from the 
entoderm of the third branchial cleft. By some, the 
thymic cells and Hassall’s corpuscles are considered 
derivatives of the entodermal reticulum. Ewing 
classifies malignant tumors of the thymus as lympho- 
sarcomas, carcinomas, sarcomas, and endotheliomas. 

These tumors differ widely in their histological 
appearance but are similar in their gross appearance, 
The usual tumor is located in the superior and an‘ 
terior mediastinum and tends to be encapsulated 
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in the mediastinum. It folds around in crab-like 
fashion and compresses the intrathoracic viscera. 
It varies in color usually from a pearly gray to 
various tawny shades. It is hard and may be even 
cartilaginous. It invades adjacent viscera by direct 
extension more often than by metastasis. Metastasis 
occurs late. Crosby’s study of metastasis in 144 
cases showed that involvement of the trachea and 
the thyroid is infrequent. 

The recognition of thymus malignancy in the 
early stages is difficult because the onset of the con- 
dition is insidious. A persistent cough and dyspnea 
usually occur early. These are followed by symp- 
toms of progressive mediastinal pressure such as 

pain, hoarseness, cyanosis, and dysphagia. Cervical 
ak glands may soon become enlarged. When the 
physician is consulted, a tumor of the chest wall or 
neck is usually present. In some cases concomitant 
disease overshadows the thymic picture and the 
malignant tumor of the thymus is found only at 
autopsy. Because of the paucity of early subjective 
symptoms, X-ray examination is helpful and im- 
portant. 

The diagnosis is based upon a palpable tumor of 
the chest wall or neck, manifestations of increased 
intrathoracic pressure, and the findings of X-ray 
examination. Biopsy of accessible lymph glands 
may reveal the character of the growth. In the 
differential diagnosis, pulmonary tuberculosis, Hodg- 
kin’s disease, primary malignant growths of the 
bronchial and mediastinal lymph glands, substernal 
goiter, aneurism, and tumors of other than thymic 
origin must be ruled out. 

Surgical treatment is justifiable in selected cases. 
It has a very limited scope in the treatment of 
malignant thymic growths because of the infiltrating 
nature of the tumors and the difficulty of making an 
early diagnosis. In a very small percentage of cases 
of radiosensitive tumors, particularly those of the 
lymphosarcoma type, radiotherapy offers palliation 
and a chance of cure. Carcinomatous tumors are 
always fatal as they are radioresistant. 

The article contains tables summarizing the symp- 
toms, pathological changes, treatment, and results 
in roo cases of primary malignant tumors of the 
thymus gland. J. Epwrn Kirkpatrick, M.D. 


MISCELLANEOUS 


Reed, J. A., and Borden, D. L.: Eventration of the 
Diaphragm, with a Report of Two Cases. Arc/i. 
Surg., 1935, 31: 30. 

The term ‘“‘eventration of the diaphragm” means 
an elevated position of one leaf of the diaphragm 
characterized pathologically by aplasia or atrophy 
of the muscle fibers, but with no break in their con- 
tinuity. The first case was described by Petit after 
a postmortem examination in 1774. 

The condition may be either congenital or ac- 
quired. In support of the theory that it is of con- 
genital origin are its relative frequency on the left 
side, its frequency in the fetus, newborn, infants, and 
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young children, the presence of associated congenital 
anomalies, and the absence of symptoms for a long 
time. From a study of cases reported in the litera- 
ture, the authors conclude that the weight of evi- 
dence indicates that as a rule the condition is con- 
genital. 

In all cases the diaphragm is definitely elevated, 
thinned out, and fibrotic. The muscle tissue varies 
in amount and not infrequently is entirely lacking. 
The lungs show no evidence of compression. Ab- 
normally lobulated and also aplastic lungs have been 
reported. In eventration on the left side the heart 
and mediastinum are displaced toward the right 
side. In the reports of cases of eventration on the 
right side the position of these structures was not 
stated. Of the 183 cases collected by the authors, 
including 2 of their own, the lesion was on the left 
side in 165 and on the right side in only 18. 

Symptoms usually appear insidiously, but occa- 
sionally develop suddenly. They vary considerably 
and are not characteristic. They may be divided 
into the following groups: (1) respiratory, (2) gastro- 
intestinal, (3) circulatory, and (4) general. Gastro- 
intestinal and respiratory symptoms dominate the 
picture in the majority of cases. In the cases re- 
viewed the gastro-intestinal symptoms, mentioned 
in order of decreasing frequency, were: abdominal 
pain, vomiting, “‘pressure’’ in the stomach, gas, con- 
stipation, nausea, belching, loss of appetite, diarrhea, 
cramps, and heartburn. The respiratory symptoms, 
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in the same order, were dyspnea, pain in the chest, 
cough, and wheezing. The cardiac symptoms were 
palpitation, cyanosis, and tachycardia. 

On physical examination, the following typical but 
not pathognomonic signs may be noted: labored 
breathing (mild or severe) with cyanosis; diminished 
movement of the affected hemithorax; diminished 
tactile fremitus and breath sounds; displacement of 
the apex beat and the area of cardiac dullness; ab- 
sence of Litten’s sign; and the presence of Korn’s or 
Hoover’s sign. 

While none of the roentgen signs are pathogno- 
monic, a number are strongly suggestive of the 
condition. The latter are an unbroken, curved, 
convex line from the lateral wall of the chest to the - 
mediastinum, and the so-called ‘cup and spill,” 
“cascade type,” or bilocular stomach. 

The clinical diagnosis of eventration of the dia 
phragm is difficult because of the absence of pathog- 
nomonic signs and symptoms. The condition must 
be differentiated from diaphragmatic hernia, pleurisy 
with effusion, thickened pleura, thoracic stomach, 
pulmonary cysts and tumors, atelectasis, emphy- 
sema, and neurosis. 

The treatment is entirely symptomatic. Surgical 
intervention has not been found to give markedly 
successful results. 

The authors report two cases which they studied 
in detail. A voluminous bibliography is appended 
to the article. ARTHUR S. W. Tovrorr, M.D. 
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ABDOMINAL WALL AND PERITONEUM 


Sabadini, L.: Acute, Generalized Primary Peri- 
tonitis Complicating Scarlet Fever (La péritonite 
aigué généralis¢e primitive corapliquant la fiévre 
scarlatine). Presse méd., Par., 1935, 43: 605. 

In spite of the frequency of lesions of the synovial 
membranes in scarlet fever, primary involvement of 
the pleura, meninges, and peritoneum is compara- 
tively rare. The author briefly reviews 19 cases of 
peritonitis complicating scarlet fever which he col- 
lected from the literature and reports a case of his 
own. The latter was the case of a boy fourteen years 
old who was stricken suddenly with acute abdominal 
pain accompanied by vomiting six days after he had 
been sent home from school with a sore throat. 
Twenty-four hours after the onset of the pain, he 
was admitted to the hospital with the symptoms 
typical of acute peritonitis. A diagnosis of gener- 
alized peritonitis, probably secondary to appen- 
dicitis, was made. When the abdomen was opened 
by a McBurney incision a considerable amount of 
odorless, yellow pus containing strings of fibrin was 
discovered. The appendix was found to be quite 
normal. The following morning a diagnosis of scar- 
let fever was made. Death occurred three days 
after the laparotomy. 

With regard to the frequency of peritonitis com- 
plicating scarlet fever the author cites statistics from 
various clinics. Of 5,500 cases of scarlet fever seen 
in the Willard Parker Hospital, New York City, in 
~ period from 1918 to 1932, peritonitis occurred in 
only 3. 

As patients with scarlet fever frequently complain 

of abdominal pain which is located particularly in 

the ileocecal region and soon ceases without further 
complications, the author reviews only cases in 
which the presence of peritonitis was proved by 

operation or autopsy. In 13 cases in which a 

bacteriological examination was made, streptococci 

were found. As there is no evidence to support the 
theory that the condition is more frequent in females 
than in males, it is probable that the infection of the 

peritoneum occurs by way of the blood stream. In 7 

of the cases reviewed by the author cultures of the 

blood were positive for the streptococcus. The 
youngest patient was seven months and the oldest 
thirty-one years old. 

The peritonitis may come on during the eruptive 
stage of the scarlet fever, during the stage of 
desquamation, or later. 

The symptoms do not differ from those of any 
other acute peritonitis. The chief symptoms are 
elevation of the temperature, a rapid pulse, and board- 
like rigidity of the abdominal wall. Apparently the 
prognosis is better the later the onset. 


Of the cases reviewed, twelve were treated without 
operation, with death in ten, and eight were treated 
surgically, with death in four. Sabadini recommends 
operation as soon as the diagnosis is made. He states 
that the intervention should be limited, if possible, 
to simple drainage, done preferably under local 
anesthesia. Removal of the appendix and explora- 
tion are hazardous. If a bacteriological examination 
of the pus cannot be made during the operation, the 
character of the pus may be sufficient to establish 
the diagnosis. The pus is yellow and odorless and 
contains floating flakes of fibrin. Energetic medical 
treatment is also necessary as the prognosis is always 
extremely grave. Marsu W. Poote, M.D 


GASTRO-INTESTINAL TRACT 


Kadrnka, S.: Roentgenological Observations of the 
Automatism of the Formation of Folds of the 
Mucous Membrane in the Digestive Tract 
(Observations radiologiques de l’automatisme de la 
formation des plis muqueux du tube digestif). Acta 
radiol., 1935, 16: 311. 


The author reports observations made in the 
course of roentgen examinations which provide 
further support for the Forssell theory of the autom- 
atism of the formation of mucous membrane folds 
of the digestive tract. Both under ordinary cir- 
cumstances and in experimental examinations, a 
modification of the relief of the mucous membranes 
was observed during the pause between contractions 
of the muscle wall. At the time of minimal gastric 
smoothness the movements of the folds limited to 
the canal were observed by means of a thin layer of 
barium. General movements during a progressive 
extension of the walls were studied by means of the 
classical barium filling and were found to affect 
chiefly the increase in the number of the folds. An 
increase in caliber was observed after the adminis- 
tration of egg yolk. Greater changes, particularly 
the formation of the Forssell “digestive pockets,” 
were observed during the digestion of meat. At the 
level of the colon the caliber of the folds increased 
under the influence of castor oil (the effect of con- 
gestion) and decreased under the influence of a 
saline purgative (the effect of the withdrawal of 
water). The caliber and form of the folds varied 
according to whether the examination was made 
after oral or rectal administration of the purgative. 

To explain the roentgenographic picture it is 
necessary to distinguish functional changes in the 
relief from changes caused by an injurious influence. 
Functional changes may be produced by various 
factors related to the examination as well as by 
factors not related to the examination. Among these 
are the temperature of the substance administered, 
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the presence of digestive juice on the mucous mem- 
brane surface (oral or rectal administration), the 
state of the intestine due to the previous adminis- 
tration of various purgatives or liquid enemas, and 
the composition of the contrast material. It is 
necessary to take into consideration also the tech- 
nique used to render the folds visible and whether 
or not the examination was carried out during the 
course of medical treatment. 


Christiansen, T.: Uremia as a Cause of Death in 
Massive Hemorrhage from Peptic Ulcer. Acta 
med. Scand., 1935, 85: 333- 


In 286 cases of peptic ulcer complicated by mas- 
sive hemorrhage which were treated during the 
decade from 1923 to 1932 there were 23 deaths. Two 
of the fatal cases were of no particular interest be- 
cause the deaths were not directly associated with 
the hemorrhage. In 3 of the others, death was caused 
by perforation with peritonitis. In 12 of the 16 
cases coming to autopsy, erosion of a fairly large 
artery was found. Of interest was the fact that 
death occurred on an average of thirteen and a half 
days after the patient’s admission to the hospital. 
The earliest death occurred on the third day, and 
the latest on the thirtieth day. As it is hardly possi- 
ble for a patient to live more than a few hours with 
continual arterial hemorrhage, it may be concluded 
that the bleeding stopped some time before death 
and that “the hemorrhage cannot have been the 
cause of death in the more strict sense of the term.” 

After the elimination of complicating and concur- 
rent infections there still remained a rather large 
group of fatal cases in which the cause of death was 
obscure. Detailed study of 2 cases of this group 
showed no urinary excretion of sodium chloride, a 
marked increase in the blood urea, and clinical im- 
provement following the administration of large 
amounts of physiological salt solution. The patients 
were not vomiting. One of them died. In the case of 
this patient autopsy revealed no active process or 
blood-vessel erosion and no sign of degeneration or 
inflammatory renal processes. Christiansen there- 
fore advances the theory that the hyperazotemia 
presented by these patients was a sign of an intoxi- 
cation resulting from the absorption of toxic sub- 
stances formed by bacterial decomposition of blood 
stagnated in the intestinal tract, and aggravated by 
demineralization from excessive flushings of the 
organism by water. SAMUEL J. FocEtson, M.D. 


Kirklin, B. R.: Some Phases of the Roentgenologi- 
cal Diagnosis of Gastric Cancer. Radiology, 
1935, 24: 672. 

When Carman came to Rochester, Minnesota, in 
1913 he knew relatively little about gastro-intestinal 
roentgenology. When he walked out of the screen 
room for the last time, nine years ago, he was un- 
doubtedly one of the ablest roentgenological diag- 
nosticians of gastric and duodenal disease in the 
world. His mental picture of gastric cancer, for 
example, was derived, not from drawings, photo- 
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graphs, or lantern slides, but from its varied roent- 
genological images, its appearance when the ab- 
domen was opened, its gross aspects after removal, 
and its histological structure as revealed by the 
microscope, all of which he synthesized into a 
coherent and practical conception of the disease. 

Roentgenologists know, but sometimes fail to 
remember, that cancer may take the form of a frank 
tumor, an infiltration, or an ulcer without evident 
tumefaction. They know, also, that cancers are not 
always extensive when discovered, being often 
demonstrable when they are exceedingly small. 
They know, further, that although cancer is more 
frequent in certain segments of the stomach than in 
others, it may affect any part of the viscus. It is 
true, however, that most cancers are well advanced 
when their presence is first recognized, and that, as 
cancer is essentially a neoplasm, hyperplasia with 
the production of a tumor is a primary trait. It 
must be borne in mind, however, that ulceration is 
scarcely less common than tumefaction. The ex- 
aminer is therefore obliged constantly to remind 
himself that cancers range with intermediate grada- 
tions from tumors to ulcers and therefore may 
imitate any of the benign lesions. 

For the demonstration of these morbid anatomical 
changes the roentgen examination must be method- 
ical and thorough. It must be roentgenoscopic to 
permit observation at many angles and the manipu- 
lations that are indispensable. Care must be taken 
to make sure that the stomach is empty. Complete 
relaxation of the abdomen is of importance for suc- 
cessful palpatory investigation. Most important of 
all is adequate portrayal of the mucosal relief. 
Therefore, at the beginning of the examination the 
patient should take only one or two swallows of the 
barium suspension, this should be distributed over 
the mucosa by manipulation, and the stomach 
should not be filled until the internal relief has been 
inspected carefully. 

Common to both advanced medullary and scir- 
rhous cancer are certain physical signs and sec- 
ondary phenomena. When the disease affects the 
antral or middle segments of the stomach, both of 
which are usually accessible to palpation, a mass 
corresponding to the visible defect or deformity can 
be felt unless the neoplasm is exceedingly small. 
Palpability of a gastric tumor is always strongly 
suggestive of malignancy. With rare exceptions, 
peristalsis is absent in the region of the affected seg- 
ment. This finding is of confirmatory and differen- 
tial value. Moderately obstructive cancer of the 
prepyloric segment may give rise to hyperperistalsis 
or antiperistalsis of the uninvaded portion of the 
stomach, but either manifestation is uncommon. In 
non-obstructive cancer the peristalsis of unaffected 
portions of the gastric wall is ordinarily less marked 
than the peristalsis of the normal stomach. Almost 
without exception gastric motility is notably altered. 
In the absence of obstruction the pylorus is com- 
monly gaping, the barium suspension flows through 
it almost continuously, and the stomach is evacuated 
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in much less than the normal time. The hyper- 
motility is sometimes attributable in part to stif- 
fening of the pyloric muscle by infiltration, but the 
concomitant achylia is doubtless the principal 
causative factor. Obstruction occurs in from 50 to 
60 per cent of cases and is evidenced by a residue 
from the six-hour meal or by scant evacuation dur- 
ing the examination. 

The first task of the examiner is to determine that 
the shadow defects, deformities, and secondary 
manifestations observed are due to gastric disease 
rather than to other causes. Among the latter are 
food or foreign bodies in the stomach, pressure by 
the spine, ascites, gas and fecal material in the colon, 
strong retraction of the abdominal wall, extrinsic 
tumors, and spasm. The simulants of cancer, such 
as the bezoars (balls of hair, persimmon seeds) have 
striking features that are practically diagnostic. 
Tumors of structures adjacent to the stomach de- 
form the gastric lumen by pressure, and as they are 
usually palpable, may readily be mistaken for 
cancer. In cases of suspected reflex gastrospasm the 
test of administering tincture of belladonna to full 
physiological effect, as recommended by Carman, is 
still often used at the Clinic. 

The shadow deformity produced by cancer is 
persistent as to site and configuration, obliterates 
the rugal markings, is not altered by manipulation, 
withstands antispasmodics, and remains unchanged 
at re-examination. When the presence of a lesion 


has been demonstrated with certainty, it is neces- 
sary to differentiate cancer from benign new growths, 
gastric syphilis, diaphragmatic hernia, and sarcoma. 
In most cases benign neoplasms are relatively small, 


pedunculated, and multiple but not numerous. 
They usually produce ovoid, central shadow defects, 
and can often be shifted to some extent by manipu- 
lation. They rarely alter the general contour of the 
stomach, are not often palpable, and seldom inhibit 
peristaltic contraction at their sites of attachment. 

The occurrence of gastric syphilis cannot be 
doubted, but the incidence of the condition is per- 
haps more often exaggerated than minimized. At 
the Clinic fewer than 100 cases of what was be- 
lieved to be gastric syphilis have been encountered. 
In most of these cases the diagnosis was based on 
clinical, serological, and roentgenological data and 
the effect of antisyphilitic therapy. In only a 
minority was this evidence supplemented by micro- 
scopic examination of tissue excised from the lesion. 

Hernia of the stomach through the diaphragm, 
usually of the cardia through a breach in the left 
arch of the diaphragm or through the esophageal 
hiatus, is often mistaken for cancer. In both condi- 
tions the cardiac segment is grossly distorted and 
the esophagus is more or less obstructed. However, 
in hernia, the cardiac dome is demonstrably above 
the line of the diaphragmatic arch and the upper 
level of the opaque meal is above that of the esopha- 
geal aperture, whereas in cancer the dome is below 
the arch and the level of the opaque meal coincides 
with that of the esophageal opening. 
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On the whole, the differentiation of advance:| 
cancer from other diseases or the simulants of 
diseases is not often difficult provided the examiner 
is alert in observation and logical in judgmen:. 
Small and presumably early cancers are less easy 
to discern and identify. 

Four varieties of early cancer may be considere:: 
(1) small malignant tumors or infiltration without 
deep ulceration, (2) early prepyloric cancers, (3) 
small ulcerating cancers, and (4) malignant ulcers. 
Small pedunculated medullary cancers without 
marked ulceration are encountered occasionally. As 
they are relatively small and often pedunculated 
they are likely to be mistaken for benign growths. 
Early infiltrating scirrhous cancer of limited extent 
is exceedingly difficult to disclose as it seldom pro- 
duces an obvious marginal defect. Early cancer of 
any variety in the cardia may elude discovery unless 
this region is inspected carefully. Retardation of 
the flow of barium from the esophagus, division of 
the barium stream by a small tumor, and deformity 
of the normally smooth and symmetrical gas bub- 
ble will be found in most cases. Early prepyloric 
cancers are perplexing as the antral narrowing they 
produce may be similar to the narrowing caused by 
hypertrophy of the ruge, benign ulcer with spasm, 
syphilis, and hypertrophy of the pyloric muscle. If 
a niche is demonstrable, the lesion is certainly an 
ulcer, but even then the examiner cannot be certain 
that it is not malignant. In 1921 Carman noted that 
in ulcerating carcinoma on the lesser curvature the 
barium-filled niche could be separated by manual 
pressure from the shadow of the stomach and that 
it assumed the form of a biconcave or concave- 
convex lens as seen edgewise. If the lesion was on 
the posterior wall, the niche could be disclosed by 
pressure as a disk-like shadow surrounded by a 
transradiant halo. The shape and appearance of the 
niche led Carman to designate the phenomenon as 
the ‘‘meniscus sign.” He regarded it as a reliable 
sign of ulcerating cancer. 

It has long been accepted that when the diameter 
of the crater is 3 cm. or more, an ulcer is probably, 
but not invariably, malignant. When the ulcer is 
smaller than this, other indications of malignancy 
must be considered. Among these are irregularity 
of the niche, obliteration of neighboring rugz, 
absence of gastrospasm or upward curling of the 
antrum, the lack of tenderness on localized pressure 
over the niche. Ulcers on the greater curvature are 
usually, but not always, malignant. Ulcers on the 
posterior wall or near the pylorus are more likely to 
be malignant than those on or near the mid-section 
of the lesser curvature. On the other hand, most 
niche ulcers are benign; usually the niche is dense, 
regular in form, situated in the midst of converging 
ruge, and sensitive to pressure, and spastic accom- 


‘paniments are common. Occasionally, however, an 


ulcer which seems almost certainly to be benign is 
proved on section to be malignant. 

The author emphasizes the points of distinction 
between cancer and benign lesions because accuracy 
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in their differential diagnosis is especially desirable. 
Nevertheless, in the interests of the patient, the 
examiner ‘should be rather skeptical as to the 
benignancy of any tumor or ulcer of the stomach. 
Three-fourths of all gastric lesions exposed on the 
operating tables of the Clinic are found to be malig- 
nant. Unless the roentgenologist can affirm con- 
fidently that a lesion is benign, he should not return 
this diagnosis without qualification. 

At least 50 per cent of gastric cancers are inoper- 
able when discovered. That they are so often 
inoperable is due primarily to the fact that early 
cancer, unless obstructive, often gives rise to few and 
only petty symptoms or none at all and the patient 
therefore does not seek medical aid. The only way 
by which such cancers can be revealed is by periodic 
health examinations, including — roentgenological 
investigation of the stomachs of all adults. 


Hunt, V. C.: Operability of Carcinoma of the 
Stomach. Ann. Surg., 1935, 101: 1200. 


According to data received from the American 
Society for the Control of Cancer for the year 1930 
for the continental registration area, including the 
District of Columbia but not including Texas, there 
were 115,265 deaths from cancer. Of these, 25,408 
(22 per cent) were due to cancer of the stomach and 
duodenum. 

Billroth performed the first gastric resection for 
cancer of the stomach in 1881. Since that time, 
partial gastrectomy has become well-established in 
the treatment of operable malignant disease of the 
stomach. The various methods of restoring the 
continuity of the gastro-intestinal tract advocated 
by Kocher, Polya, Balfour, and others are not 
radical departures from the original Billroth I pro- 
cedure in which, following gastric resection, the 
stomach and duodenum are united directly. In the 
Billroth IL procedure the ends of the stomach and 
duodenum are closed after the resection and con- 
tinuity is established by posterior gastrojejunostomy. 
Today, the Billroth I and II procedures remain the 
methods of choice following resections of the pyloric 
third of the stomach. The Polya method is applic- 
able in gastric resection above the pyloric third of 
the stomach when the stomach or duodenum are not 
readily united or posterior gastrojejunostomy is not 
readily accomplished. 

With the advent and perfection of roentgenological 
diagnosis of lesions of the gastro-intestinal tract, the 
diagnosis of carcinoma of the stomach has reached 
a high degree of accuracy. Nevertheless, the oper- 
ability of malignant gastric lesions remains very low. 
The most able clinicians still find it extremely diffi- 
cult to make an early diagnosis of carcinoma of the 
stomach, chiefly because early signs and symptoms 
are entirely lacking or insignificant. Except in 
cases of cancer encroaching on the cardia or pylorus, 
the symptoms may be very few even when the 
lesion is advanced. A lesion situated at the cardia 
precludes removal even in an early stage of the dis- 
ease, while the lesion is still intrinsic. Gatewood 


states that 14.4 per cent of carcinomas of the 
stomach are situated at the cardia. Frequently 
clinical evidences of inoperability are observed at 
the initial examination. A palpable, firm, fixed 
sentinel gland in the left supraclavicular region, in- 
filtration of the umbilicus, a firm, nodular rectal 
shelf, a hard nodular liver, and associated jaundice 
with or without ascites denote inoperability. On the 
basis of these criteria, cancer of the stomach is clini- 
cally inoperable in more than 50 per cent of cases. 

In 149 cases of carcinoma of the stomach operated 
upon by the author in the past ten years, the inci- 
dence of operability in terms of resection was found 
by exploration to be 36.2 per cent. Operability in 
terms of curative resection or partial gastrectomy 
has varied from 4.8 to 33 per cent. In recent years 
operability in terms of resection has materially 
increased. The mortality of resection has also in- 
creased materially with the increasing frequency 
of resection. Persson reported an increase in the 
mortality of resection from 25 to 38 per cent during 
the two decades from 1906 to 1926. In 1930, Gate- 
wood reported a mortality of 32 per cent in cases 
treated by resection. In 1932, he stated that the 
mortality had been reduced to about 18 per cent. 
In 1932, Balfour reported a remarkable series of 
200 cases in which partial gastrectomy was done 
with only 10 deaths in the hospital. The factors of 
most importance in the lowering of the mortality 
have been the newer methods of improving the 
general condition of the patient prior to surgical 
exploration; repeated gastric lavage in cases with 
retention; the administration of glucose and physio- 
logical saline solution to combat dehydration and 
restore the normal balance of the blood chemistry; 
and pre-operative blood transfusion. Experience 
has demonstrated that partial gastrectomy for 
malignant disease can be accomplished with a 
mortality not exceeding 10 per cent. The mortality 
of gastric resections above the pyloric half or two- 
thirds of the stomach is higher. In a number of cases 
in which the disease was found on exploration to be 
limited to the stomach total gastrectomy has been 
performed. The mortality of this procedure will 
always be high, but at times the risk is entirely 
justifiable. 

Gastro-enterostomy has frequently been per- 
formed as a palliative procedure in the treatment of 
cancer of the stomach. Gatewood reported that all 
of his patients subjected to it were dead and the 
average length of life of those surviving the opera- 
tion was less than nine months or only a little more 
than two months longer than the survival of pa- 
tients whose condition was found on exploration to 
be unfavorable for operative procedures and who 
were therefore not treated surgically. Hence it 
appears that in many instances a palliative gastro- 
enterostomy merely prolongs the patients suffering. 
Uncertainty as to the nature of the gastric lesion 
may warrant a short-circuiting operation, especially 
if the mass, presumed at operation to be carcinoma, 
ultimately disappears. 
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It has been shown that, in the past, operability 
has not been great while the mortality in general has 
been relatively high. Recently, there has been a 
tendency toward higher operability with a definite 
reduction of the mortality following gastric resec- 
tion. In an analysis of 128 patients who lived ten 
years or more following operation, Balfour stated 
that they represented about 20 per cent of the 
patients treated by resection. The curability of 
cancer of the stomach has been established. Partial 
gastrectomy offers the only possibility of cure. The 
future operability of cancer of the stomach can be 
increased only by earlier attention to minor gastro- 
intestinal complaints in adults and thorough in- 
vestigation of digestive disturbances by roent- 
genological examination. Adequate pre-operative 
preparation materially reduces the operative mor- 
tality in the cases of patients debilitated by gastric 
carcinoma. It appears probable that an increase in 
the curability of gastric cancer will be brought about 
by earlier diagnosis rather than by extension of 
operability by means of higher gastric resections 
or total gastrectomies. Joun W. Nuzoum, M.D. 


Gullichsen, R.: A Study of Intestinal Invagination 
Based on 234 Cases from 12 Hospitals in Finland 
(Etude sur l’invagination intestinale basée sur 234 
cas provenant de douze hopitaux en Finlande). Acta 
chir. Scand., 1935, 76: Supp. 35. 


The histories of the 234 cases on which this article 
is based are presented briefly. In his discussion the 
author considers particularly the geographic dis- 
tribution of the condition, the reasons for its greater 
frequency in males than in females, the mechanism 
of its origin, and its treatment. He states that there 
does not seem to be any racial predisposition to 
intestinal invagination, and there is no good evidence 
that the condition is any less common in Finland 
than elsewhere. Of the patients whose cases are re- 
viewed by him, 19 per cent were less than two years, 
26 per cent were between two and fifteen years, and 
55 per cent were more than fifteen years of age. 
Gullichsen explains the small number of cases in 
young children in Finland by the assumption that 
the nature of the condition is often not recognized 
in the very young. According to the world literature, 
more than 50 per cent of cases of intestinal in- 
vagination are those of young children. 

Gullichsen finds that 73 per cent of adults de- 
veloping intestinal invagination are males. In his 
opinion, none of the theories advanced to explain 
this fact is tenable. 

In the majority of cases, particularly those of 
young children, the invagination originates in the 
terminal ileum. This part of the intestine of the 
young child has a physiological predisposition to 
invagination on account of its structure and sensi- 
tivity. The increased peristalsis which is the im- 
mediate cause of the invagination may be produced 
by mechanical, toxic, thermal, or nervous factors. 

Roentgenoscopic examination and control of 
treatment is of great value. Aside from early diag- 


nosis and treatment, the skill of the surgeon is the 
factor of greatest importance in the prognosis. Dis- 
invagination with manual replacement should be 
done when possible, but if it is difficult or com- 
plicated, the invaginated part of the intestine should 
be resected. The patient’s general condition may 
necessitate a palliative measure such as enterostomy 
or entero-anastomosis. 

The mortality of intestinal invagination in Finland 
since 1920 has been 39 per cent, which is about the 
same as the mortality of the condition in other 
countries. Auprey Goss Morcan, M.D 


Lucchese, G.: Changes in the Spleen in Experi- 
mental Intestinal Obstruction (Le alterazioni 
della milza nelle occlusioni intestinali sperimentali). 
Clin. chir., 1935, 11: 241. 


In three series of experiments on guinea pigs the 
author studied the changes occurring in the spleen 
after: (1) acute obstruction in the midportion of the 
small bowel, (2) acute obstruction of the large 
bowel about 1 cm. from the cecum, and (3) acute 
suppurative peritonitis from an open loop of small 
intestine. 

In acute suppurative peritonitis the spleen was 
enlarged and soft (acute infectious splenic tumor). 
Histological examination showed an increase in the 
number of polymorphonuclear neutrophiles, a lim- 
ited endothelial reaction, and almost always absence 
of megakaryocytic elements and hemosiderine pig- 
ment. 

Following obstruction of the large or small bowel 
the spleen was enlarged, but to a lesser degree than 
in acute suppurative peritonitis. Histologically, it 
showed distention of the sinuses, proliferation of the 
endothelial elements, the formation of megakaryo- 
cytes, and an abundance of intracellular and extra- 
cellular hemosiderine pigment. The author believes 
that these changes are due to the absorption of toxic 


substances from the obstructed bowel. 


Peter A. Rost, M.D. 


Gordon-Taylor, G.: A Successful Case of Septuple 
Bowel Resection and Sextuple Anastomosis, 
with an Account of Some Personal Multiple 
and Complicated Intestinal Resections. 4 1;s- 
tralian & New Zealand J. Surg., 1935, 4: 345- 


Gordon-Taylor reports a case in which a septuple 
resection and a sextuple anastomosis of intestine 
were done with a successful result. 

The patient, a woman sixty-four years of age, had 
previously been subjected to enterostomy by a 
physician in a small country hospital who had in- 
tended to establish a colostomy. She became 
markedly emaciated and the intestinal opening very 
severely infected. After attempts to control the 
infection which were continued for several weeks 
had proved unsuccessful, exploration was decided 
upon because the patient was rapidly growing 
weaker. It revealed the intestinal opening in the 
small bowel and a conglomerate mass of intestine 
attached to the involved loop. Excision of the whole 
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mass including the previously made artificial intes- 
tinal opening appeared advisable. The removal of 
the mass left twelve open bowel ends with which to 
deal. The removal of a short piece of small intestine 
reduced the number of open bowel ends by two. 
Three circular enterorrhaphies of small bowel and 
two end-to-end anastomoses of the large intestine 
were therefore performed. The mass contained no 
neoplastic tissue. At a later exploration an annular 
carcinoma of the pelvic colon was found and removed 
by the Paul-Mikulicz technique. The closure of the 
bowel was classed as the sixth anastomosis. 
Gordon-Taylor reports also his experiences with 
multiple and complex resection of the alimentary 
canal in cases of: (1) malignant disease, (2) severe 
involvement of the bowel in pelvic disease, (3) tu- 
berculosis of the intestine, (4) non-tuberculous in- 
fective granuloma of the intestines, (5) acute 
intestinal obstruction, (6) gunshot wounds, (7) 
anastomotic ulcers, (8) restorative resections, (9) 
recurrent resections. Thirty-eight cases are re- 
ported. He estimates the total number of years 
added to the lives of twenty-three patients with 
complicated cancers at nearly one hundred years. 
The article contains many drawings and seven 
full-page illustrations in color. Eart Garswe, M.D. 


Sussman, M. L.: Inflammation of the Descending 
Portion of the Duodenum. Radiology, 1935, 24: 
691. 

Sussman reports a study of eight cases in which 
the diagnosis of an inflammatory lesion of the de- 
scending portion of the duodenum was made by 
roentgen examination. He emphasizes that duo- 
denal inflammatory lesions occur distad to the duo- 
denal bulb, particularly in the portion between the 
knee and the papilla major. The clinical symptoms 
are much like those of duodenal ulcer, but the duo- 
denal bulb shows little or no change roentgenologi- 
cally and a lesion in the descending portion of the 
duodenum is either overlooked or difficult to demon- 
strate. Any study of the descending duodenum is 
based upon very limited pathological material. In 
two of the author’s cases operation was performed, 
but the information obtained was not very satis- 
factory. 

The outstanding features were a relatively slight 
to marked narrowing of the lumen of the duodenum 
between the upper knee and the papilla major, 
marked irritability, irregularity in outline or un- 
usual smoothness, and a marked disturbance in the 
longitudinal mucosal folds such that these folds had 
disappeared or were irregular in their distribution as 
demonstrated by the compression technique. In all 
of the author’s eight cases a Graham test was made. 
The gall bladder filled and emptied normally, and 
no calculi were seen. In none of the cases was there 
a history of jaundice or biliary colic. 

The differentiation of duodenitis from periduo- 
denitis is difficult. It is stated by some that adhe- 
sions may produce marked deformity of the duo- 
denal outline together with a more or less uniform 


narrowing of the lumen. Primary duodenal neo- 
plasms are extremely rare. In the presence of a 
tumor the duodenal curve may be widened, whereas 
in the presence of stenosis the lumen is more irregu- 
lar and the contour appears worm eaten. 

Clinically, inflammation of the descending duo- 
denum is much like duodenal ulcer and may be 
indistinguishable from it. However, in ulcer the 
pain is regular whereas in inflammation it is apt to 
be irregular in time and intensity. In several of the 
cases reviewed there was nocturnal pain. Attacks of 
nausea and vomiting are relatively frequent in in- 
flammation of the descending portion of the duo- 
denum. Between the attacks the patient is relatively 
well. Hemorrhage may be a frequent finding. It 
usually occurs in the form of melena. As a rule there 
is marked and prolonged hyperacidity, the clinical 
picture then suggesting peptic ulcer. 

During recent years interest in duodenitis has 
been increasing. Judd and Nagel define this condi- 
tion as a chronic inflammation of the duodenum 
without calloused ulcers. They differentiate duo- 
denal ulcer and duodenitis pathologically as follows: 

In duodenal ulcer, the wall of the bowel is indur- 
ated, and, with slow perforation of the ulcer, a tumor 
may form as the result of the defensive reaction of the 
surrounding tissues. When the bowel is opened the 
ulcer crater is seen. In duodenitis or submucus 
ulcer, examination reveals hyperemia and stippling 
of the serosa with little or no induration. There are 
no lesions of the mucosa or, at most, only small 
superficial abrasions. There is often a tendency 
toward circular constriction of the bowel, but it is 
frequently doubtful whether this is due to spasm or is 
a true narrowing. 

Balfour states that inflammatory lesions of the 
duodenum are practically confined to the first 2 cm. 
beyond the pylorus; that lesions seldom extend 
distally into the first portion of the duodenun, i.e., 
distal to the bulb and still more rarely involve the 
ampulla of Vater; and that inflammatory lesions 
beyond this point are almost unknown. 

The contributions of Duval, Roux, and Beclere 
indicate that the diagnosis of duodenitis cannot be 
made on the basis of the clinical and roentgenological 
findings alone. The etiology and pathogenesis of 
duodenitis are still disputed as is the relationship of 
the condition to gastritis in peptic ulcer. Konjetzny 
and others suggest that duodenitis is the precursor of 
duodenal ulcer. 

In conclusion the author urges a careful study of 
the descending portion of the duodenum of normal 
persons and of persons with a history suggesting 
ulcer in whom no lesion is demonstrable in the 
stomach or duodenal bulb. Joun W. Nuzum, M.D. 


Placeo, F., and Stoppani, F.: Cecoplication (La 
coecoplicatio). Clin. chir., 1935, 11: 323. 

The authors report twelve cases of atonic cecum 
diagnosed roentgenologically in which cecoplication 
was performed. They conclude that cecoplication 
does not alter the anatomy of the ileocecal region 
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and is frequently followed by improvement in the 
function of the cecum. Peter A. Rost, M.D. 


Howet, F.: The Pathogenesis and Operative Treat- 
ment of Prolapse of the Rectum (Pathogénie et 
traitement chirurgical du prolapsus du rectum). 
J. de chir., 1935, 45: 877. 


On the basis of five cases of prolapse of the rectum 
observed on the service of Lenormant, the author 
presents a review of the progress made in the past 
thirty years in the determination of the patho- 
genesis and in the surgical treatment of the condition. 
From a careful study of the etiological factors and 
pathological anatomy he concludes that prolapse of 
the rectum is due to abnormal mobility of the rectum 
resulting from insufficiency of its superior and 
median supportive apparatus. He therefore believes 
that two essentials in its surgical treatment are 
closure of the pouch of Douglas and the prevention 
of invagination. 

The numerous procedures used in the treatment 
of prolapse of the rectum during the past thirty 
years are described and statistics of the results ob- 
tained are presented. 

Because of its considerable mortality, the 
frequency of recurrence, and the frequency of 
stricture, resection of the prolapsed rectum is 
contra-indicated except in cases in which reduction 
of the prolapse is impossible, those in which there is 
danger of entering a septic focus in the pelvic cavity, 
cases of gangrene or severe ulceration of the rectum, 
and cases of strangulated hydrocele. 

The various methods devised to re-inforce the 
perineum constitute merely a symptomatic therapy 
and are not directed toward correction of the es- 
sential anomalies responsible for the condition, 
namely, mobility of the rectum and exaggerated 
sagging of the pouch of Douglas. For selected cases 
the Thiersch operation may be recommended, and 
in cases with very marked perineal lesions myor- 
rhaphy may be useful as a complementary opera- 
tion. Finsterer’s operation has given some brilliant 
results, but because of its difficult technique, the 
time it requires, and the extensive operative wound 
is not to be generally recommended. 

Rectopexy is a benign intervention as regards the 
prognosis as to life and as regards complications. 
The chief danger to be considered is recurrence, 
which seems to be fairly common. Lockhart- 
Mummery’s operation is theoretically superior to 
other forms of rectopexy, but involves risk of infec- 
tion of the pelvic cellular tissue. 

For the treatment of complete prolapse of the 
rectum the Quénu-Duval colopexy is the method of 
choice. This consists in fixation of the rectum and 
obliteration of the pouch of Douglas. 

Exclusive resection of the mucosa by the Delorme- 
Juvara method is indicated in the cases of patients 
too weak to tolerate the shock of laparotomy. 

When the perineum or sphincter presents marked 
deficiency, the Quénu-Duval colopexy may be sup- 
plemented by a posterior perineorrhaphy according 


to Hoffmann’s method or by cerclage of the anus. 
In the cases of feeble or aged patients it is best to 
perform the Delorme-Juvara mucosal resection and 
the danger of late stricture must be kept in mind. 
Finally there are patients unequal even to mucosal 
resection because of a very poor general condition 
or mental disease. It is in such cases that the 
Thiersch cerclage of the anus with metal wire has its 
chief indication. This operation has the added ad- 
vantage that it can be performed under local 
anesthesia. In cases of extreme cachexia due to 
prolapse, a Thiersch operation may be followed by 
rapid improvement finally permitting a more radical 
procedure. 

Cases illustrating the various methods of treat- 
ment are reported in detail. 

EpItH SCHANCHE Moore. 


Schreiner, B. F.: Successful Irradiation Treatment 
of Eight Cases of Inoperable Rectal Carcinoma. 
Am. J. Cancer, 1935, 24: 326. 


The author reports eight cases of carcinoma of 
the rectum thought to be inoperable which were 
treated by irradiation during the period from 1919 
to 1929. The patients were in the fifth to seventh 
decades of life. All of the local lesions were appar- 
ently destroyed by the treatment. The patients 
still living have survived for from five and a half 
years to thirteen years and ten months. Rectal 
stricture developed in two cases, and in one of these 
colostomy was necessary. One patient was proved 
to have died from metastatic carcinoma of the liver. 

Schreiner states that while the percentage of cases 
in which healing results from this method of treat- 
ing rectal cancer is not particularly remarkable, it 
may offer some encouragement in the management 
of inoperable rectal cancer. The method of applying 
the radium varied somewhat. Use was made of 
glass seeds, filtered radon in tubes, and external 
irradiation in some combination. In only one case 
were radon seeds implanted into the growth. 

F. Drxon, M.D. 


LIVER, GALL BLADDER, PANCREAS, 
AND SPLEEN 


Hafstrém, T. G.: Takata’s Modified Sublimate- 
Fuchsin Reaction in the Blood Serum as a 
Diagnostic Aid in Liver Diseases (Takatas 
modifizierte Sublimatfuchsinreaktion am Blutserum 
als Diagnostikum bei Leberkrankheiten). Acta 
med. Scand., 1935, Supp. 62. 


Takata’s reaction, as modified by Jezler, was done 
on the blood serum of 313 patients, most of whom 
were suffering from liver disease. In the majority of 
the cases the diagnosis was confirmed at autopsy. 
The test, which was previously used in the diagnosis 
of cirrhosis of the liver, proved to be a valuable indi- 
cation of liver-cell function in various types of 
parenchymatous liver damage. As it is positive also 
in pulmonary tuberculosis and pneumonia, and 
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occasionally in kidney disease, it must be evaluated 
with caution when such conditions complicate the 
liver disease. 

In cirrhosis of the liver, especially of the Laennec 
type, the test is positive unless the parenchyma is 
relatively intact. In tumors of the liver, the reaction 
depends upon the extensiveness of the growth and 
the amount of functioning liver tissue. Precipitation 
appears if from 75 to 80 per cent of the liver is 
involved. 

The test is independent of bilirubin retention. It 
is negative in inflammations and obstructions of the 
biliary tract so long as the hepatic parenchyma is 
unimpaired. It is negative also in chronic passive 
congestion unless this condition is associated with 
cirrhosis or atrophy, and may be negative in cases 
of distinct amyloid or fatty liver. 

It is of great prognostic value in hepatitis. Pre- 
cipitation occurring at the onset of the disease 
presages a prolonged course of at least thirty days. 
A positive test indicates more severe parenchy- 
matous damage than is usually suspected in this 
condition. The test is of value particularly because 
of its ability to differentiate between parenchy- 
matous liver damage, especially hepatitis, and 
various types of obstructive jaundice. In this regard 
it surpasses all other available diagnostic measures. 
In hepatitis it is not always parallel with the 
galactose test. The two tests supplement one an- 
other, each indicating different partial functional 
disturbances. Leo M. Zimmerman, M.D. 


Lenormant, C., and Calvet, J.: Large Non-Para- 
sitic Cysts of the Liver (Les grands kystes non 


parasitaires du foie). J. de chir., 1935, 45: 715. 


Solitary non-parasitic cysts of the liver are rare. 
Fewer than too cases have been reported. The 
authors present a tabular summary of 66 cases 
collected from the literature, refer in addition to 25 
cases reported without detail by Mayo and Harring- 
ton, and bring up to date, the bibliography pub- 
lished in the Annals of Surgery by Jones in 1923. 

They then report a case of their own, that of a 
woman forty-six years old who entered the hospital 
with an epigastric tumor. The patient had been 
well up until two years previously, when she began 
to have digestive disturbance and epigastric pain 
not related to the taking of food. She was treated 
by regulation of her diet and sent to a watering 
place for two seasons. During the second season 
the tumor developed. Examination on her admis- 
sion to the hospital disclosed a tumor of the liver. 
Operation by marsupialization was followed by 
uneventful recovery. 

The majority of non-parasitic cysts of the liver 
are cystadenomas with an epithelial lining which is 
generally made up of a single row of high cylindrical 
or cubical cells very similar to those of the epithelium 
of the hepatic ducts. Sometimes the epithelium is 
flattened and polyhedral, particularly in large cysts 
in which it seems to have been affected by intra- 
cystic pressure. These cysts are benign tumors 
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originating from abnormal proliferation of the intra- 
hepatic bile ducts. There are no very characteristic 
clinical symptoms except pain and the tumor itself 
which may be quite large and often fluctuating. The 
biological reactions for echinococcus cyst are nega- 
tive. The tumor increases in size slowly and pro- 
gressively. Like other gland cysts, it may be com- 
plicated by hemorrhage, rupture, torsion, or com- 
pression. It may simulate various other abdominal 
conditions. Even after the diagaosis of liver cyst 
has been made and operation has been begun it is 
necessary to rule out cysts due to dilatation of the 
extrahepatic bile ducts, lymphatic and blood cysts, 
and dermoid cysts, which are much rarer. The 
preferable treatment is total excision if there is a line 
of cleavage between the cyst and the liver paren- 
chyma. If there is no line of cleavage and it is 
necessary to incise the liver parenchyma, the opera- 
tion is difficult technically and there is danger of 
serious hemorrhage. Under such conditions mar- 
supialization is to be preferred. 
AuprEY Goss MorcGan, M.D. 


Moore, C.: Cholecystographic Diagnosis of Papil- 
lomas and Tumors of the Gall Bladder. A». 
J. Roentgenol., 1935, 33: 630. 


Since the publications of Kirklin ‘and Hefke 
demonstrating the possibility of visualizing tumors 
of the gall bladder by cholecystography, the author 
has made a careful search for tumor shadows in 
cholecystograms. He has been impressed with the 
necessity of obtaining cholecystograms showing 
greater detail and more views at different angles. He 
reports three cases in which tumor shadows were 
noted and a tumor was found at operation. 

Hartunc, M.D. 


Henderson, F. F., and King, E. S. A.: Acute Pan- 
creatitis. Arch. Surg., 1935, 30: 1040. 


The authors review the cases of sixty patients with 
acute pancreatitis who were treated surgically at 
the Boston City Hospital during the last fifteen 
years. They state that, in spite of much study, the 
results of treatment of this condition have not 
shown improvement to any degree comparable to 
that obtained in many other abdominal diseases. 
According to the literature, the mortality ranges 
between 4o and 80 per cent. In the cases reviewed 
it was 53.3 per cent. It was the lowest in those in 
which operation was performed between the second 
and sixth days. 

It appears from this series, which, though small, 
is one of the largest to be reported, that acute 
pancreatitis is not as much of a surgical emergency 
as has been previously thought. The authors plan 
to be conservative in their treatment in the future 
and to delay operation to between the second and 
sixth days, choosing the time when the patient 
appears to have reached maximum recovery from 
the initial toxemia. 

In the cases reviewed cholecystostomy plus 
drainage of the pancreas through the gastrohepatic 


|__| 
Is, 
to 
nd 
id. 
sal 
on 
he 
its 
id- 
cal 
to 
by 
cal 
at- 
ent 
na. 
of 
ere 
nts 
half 
ctal 
nese 
ved 
ver. 
ases 
eat- 
it 
1ent 
ying 
rnal 
case 
D. 
late- 
as a 
katas 
erum 
Acta 
done 
vhom 
ity of 
opsy. 
mosis 
 indi- 
es of 
e also 


346 INTERNATIONAL ABSTRACT OF SURGERY 


or gastrocolic omentum proved to be the safest 
operation, and the use of nitrous oxide oxygen and 
ether anesthesia was followed by the lowest mor- 
tality. H. W. Fryx, M.D. 


De Tarnowsky, G., and Sarma, P. J.: The Surgical 
Treatment of Chronic Pancreatitis. Ann. Surg., 
1935, IOI: 1342. 


The authors analyzed thirty cases of chronic pan- 
creatitis illustrating the extreme difficulty of making 
a positive pre-operative diagnosis. They state that 
in the case of a gland having such varied and all-im- 
portant functions as the pancreas it would be justifi- 
able to assume a priori that the clinical manifesta- 
tions of a pathological condition would be many and 
almost pathognomonic. Unfortunately, however, 
the only two striking clinical manifestations of 
chronic pancreatitis are fat necrosis and pancreatic 
hemorrhage, both of which are present only in the 
most severe cases and demonstrable only at opera- 
tion. With the exception of acute hemorrhagic pan- 
creatitis and carcinoma of the head of the pancreas, 
surgical intervention in cases of subacute or chronic 
pancreatitis has not claimed the attention which 
these dysfunctions demand. Symptoms, when pres- 
ent, are often due to compression of organs. 

Clinically, pancreatic dysfunctions can be divided 
into the following three main groups: (1) disturb- 
ances of external secretion interfering with the diges- 
tive apparatus in the subacute or chronic types or 
producing autolysis in fulminating cases of pancre- 
atic apoplexy; (2) disturbances of internal secretion 
leading to glycosuria; and (3) carcinoma of the head 
of the pancreas. 

That chronic pancreatitis must be the result of re- 
peated attacks of acute subsiding pancreatitis is evi- 
dent. Retrograde infection of the pancreas through 
the lymphatics from the gall bladder, appendix, or a 
duodenal ulcer is now regarded as extremely improb- 
able. Pancreatic calculi gradually blocking one or 
both excretory ducts are so rare as to be surgical 
curiosities; only about roo cases have been recorded 
to date. Hematogenous infection, though possibly 
explaining some of the fulminating cases of acute 
hemorrhagic pancreatitis, can be rejected insofar as 
chronic pancreatitis is concerned. 

Direct continuity is an occasional etiological fac- 
tor. The authors have found and freed adhesions 
associated with marked dilatation of the duodenum 
which they believed contributed to the syndrome of 
chronic pancreatitis. They believe that repeated, 
subsiding attacks of pancreatitis are due in the vast 
majority of cases, to the entrance of bile into the 
pancreatic duct or ducts, and that as long as normal 
bile from the gall bladder is discharged through the 
common duct into the duodenum, pancreatitis will 
not result. The work of Opie, Flexner, Archibald, 
Nordman, Cameron, and Noble has shown that: 
(1) bile plus gall-bladder mucin does not inflame the 
pancreas; (2) pure liver bile (blocked cystic duct) 
causes pancreatitis; and (3) infected bile (cholecysti- 
tis) causes pancreatitis. 


The authors are of the opinion that chronic pan- 
creatitis is the result of cholelithiasis with blockage 
of the cystic duct or of cholecystitis of sufficient 
severity to interfere with mucin formation or to de- 
stroy the gall-bladder mucosa. Blockage of the 
ampulla of Vater will produce the same result if 
cholecystitis is present. Arteriosclerosis, cysts or 
tumors of the pancreas, alcoholism, tuberculosis, 
syphilis, hemochromatosis, and hepatic cirrhosis 
seem to be possible etiological factors. 

Cholecystostomy with prolonged drainage is the 
operation of choice in chronic pancreatitis. Without 
wishing to enter into the age-long controversy be- 
tween the champions of routine cholecystectomies 
and the more conservative, perhaps more physio- 
logically minded advocates of selective cholecys- 
tectomies, the authors state that a gall bladder capa- 
ble of functioning should never be removed if the 
head of the pancreas is enlarged, hardened, or 
edematous. 

For prolonged drainage a rubber drain is left in 
the gall bladder or cystic duct for from ten to four- 
teen days and the fistula is kept open from four to 
six weeks longer. In very chronic cases it may be 
necessary to continue the drainage for months. 

Howarp A. McKnicat, M. D. 


Whipple, A. O., and Frantz, V. K.: Adenoma of 
Islet Cells with Hyperinsulinism. Ann. Surg, 
1935, IOI: 1299. 


The authors first refer briefly to a number of 
classical articles selected from the voluminous litera- 
ture on the pancreas and trace the development of 
knowledge regarding the function of the different 
histological structures of that organ. The first case 
of tumor of the island cells was reported by Nicholls 
in 1902. In 1922, Banting discovered insulin and in 
standardizing the dosage of this substance observed 
the symptoms of hyperinsulinism. In 1923, Harris 
suggested spontaneous hyperinsulinism as a clinical 
possibility, and in 1927, Wilder attributed hyper- 
insulinism to a pancreatic tumor. In later investiga- 
tions an insulin-like substance was found in pan- 
creatic tumors. 

In the literature the authors found seventy-five 
eases of hyperinsulinism. In sixty-two the condition 
was associated with a tumor. Most of the tumors 
were small (1.5 cm. in diameter), but one of them 
weighed 500 gm. The neoplasms are reddish and 
usually found in the tail of the pancreas, close under 
the capsule of the gland. They are usually grossly 
encapsulated, but some of them are without a 
definite capsule. As in 3 of the cases reported in the 
literature metastases were found, the tumors 
apparently include frank pancreatic carcinomas as 
well as benign adenomas. 

The authors report on eight tumors removed from 
six patients with hyperinsulinism. They classified 
these growths as adenomas. In three of the neo- 
plasms an infiltrating tendency was noted. Func- 
tional activity of the tumor cells was proved by the 
fact that the patients no longer suffered from 
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hyperinsulinism after removal of the tumors. 
However, the authors were unable to extract an 
insulin-like substance from the growths. 

The authors operate under spinal anesthesia. 
They make a transverse incision through both recti 
and divide the gastrocolic omentum widely. They 
then make a careful search for adenomas especially 
in the tail and body of the pancreas. If one such 
tumor is found they search for others. If no 
adenomas are found, they remove about two-thirds 
of the pancreas with the Percy cautery. Splenec- 
tomy and ligation of the splenic artery greatly 
reduce hemorrhage from small vessels. Drainage 
is advisable in partial pancreatectomy, but is not 
necessary in the removal of an adenoma. 

G. Dantet DeEtprat, M.D. 


Bernhard: The Surgery of Acute Pancreatic Dis- 
eases (Die Chirurgie der akuten Pankreaserkrank- 
ungen). Zentralbl. f. Chir., 1935, Pp. 532- 


Bernhard regards it as more probable that pan- 
creatic disease is caused by vascular spasms resulting 
from irritation of the pancreatic nerves, especially 
the vagus nerve, than by ascending activation due 
to the entrance of bile into the duct of Wirsung. On 
the basis of this theory, initial expectant treatment 
rather than early operation is to be considered. In 
this consideration it must be borne in mind that in 90 
per cent of the cases the essential cause is in the biliary 
tract. The pathologico-anatomical classification of 
pancreatic diseases by Schmieden and Sebening into 
acute pancreatic edema with and without fat 
necrosis, hemorrhagic infarction, and pancreatic 
necrosis with foci of softening, sequestration, and 
abscess formation, is recommended. 

In the clinical course of pancreatic diseases 
Bernhard recognizes three stages: (1) a stage of pain, 
in which there is acute pancreatic edema with or 
without fat necrosis; (2) an ileus-like stage, in which 
there is acute pancreatic edema with fat necrosis, 
hemorrhagic infarction, and pancreatic necrosis with 
areas of softening; and (3) a peritonitic stage, in 
which there is hemorrhagic infarction, etc. In addi- 
tion, there are atypical forms which constitute the 
most frequent causes of obscure, acute abdominal 
disturbances. 

With regard to diagnostic aids, the author states 
that there is no single, certain, and reliable sign of 
the presence of acute pancreatic disease, and that 
the diagnosis can be made with a satisfactory degree 
of certainty only by the use of all diagnostic meas- 
ures. Determinations of the diastase in the blood 
and urine are uncertain, and the demonstration of 
pancreatic lipase in the blood by atoxy] resistance is 
technically very difficult. Sugar is found in the urine 
in 10 per cent of the cases. If 50 gm. of glucose dis- 
solved in 1% liter of water is administered by mouth, 
alimentary glycosuria appears in 50 per cent of acute 
cases. A leucocytosis of 25,000 marks the boundary 
between mild and severe cases. An increase in the 
brick-dust sediment depends upon the degree of pro- 
tein destruction. Urobilinogenuria is found always; 


urobilinuria, frequently; and bilirubinuria, occasion- 
ally. Albumin often appears in the urine. Kidney 
damage increases the residual nitrogen and indican 
in the blood. 

Bernhard favors immediate operation in: (1) the 
peritonitic stage, if the abdominal rigidity does not 
subside after brief preliminary treatment; (2) the 
necrotic stage with severe jaundice, because a 
common-duct stone may prevent the flow of pan- 
creatic juice; and (3) cases with absci:ss formation. 
He advises against early operation in: (1) mild cases; 
(2) the stages of pain and ileus; (3) the peritonitic 
stage with collapse and cardiac weakness; and (4) all 
cases with diminished urinary excretion and in- 
creased residual nitrogen. In cases in which opera- 
tion is not done, maximal doses of morphine and 
atropine should be given at once. Fluids by mouth 
should be withheld, but a liberal amount of fluid 
should be given by parenteral methods. Before 
operation, heart stimulants, especially racedrin and 
ephetonin, should be administered to counteract the 
fall in the blood pressure. In general, the author 
tends toward expectant treatment whereby appar- 
ently better results are obtained than from early 
operation which has a mortality of 50 per cent. 

(PLENz). LEo M. ZrwmeRMAN, M.D. 


MISCELLANEOUS 


Short, A. R.: Abdominal Pain in Children. Brit. 

From the standpoint of diagnosis, cases of ab- 
dominal pain in children may be divided into those 
with and those without diarrhea, and those of chil- 
dren under, and those of children over, the age of 
five years. The great majority of children with 
abdominal pain are suffering from some form of 
irritant poison, either chemical or bacterial. Among 
these must be included children who have been 
overeating or taking unsuitable articles of diet. In 
most cases the attack is brief, lasting only a day or 
two. In some cases, however, the pain is due to a 
more serious ailment such as tuberculous or pneu- 
mococcal peritonitis or the chronic diarrhea of 
children. Tuberculous peritonitis with diarrhea is 
usually accompanied by emaciation, swelling of the 
abdomen, and a slight irregular fever. 

The most important condition to be borne in mind 
when a child under five years of age is seized with an 
acute attack of abdominal pain is intussusception, 
because twenty-four hours’ delay in the diagnosis 
means death. When the passage of undeniable blood 
and mucus has occurred a mistake is scarcely apt to 
be made, but this sign may be delayed for many 
hours or the mother may give a confused history and 
have thrown away the evidence. However, even 
without the passage of blood and mucus, the diag- 
nosis is generally possible. As in nearly 50 per cent 
of cases of intussusception the presence of the 
sausage-shaped tumor can be determined only under 
anesthesia, it may be well worth while in cases of 
doubt to give an anesthetic and palpate for such a 
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tumor. The chief signs of intussusception when no 
blood or mucus has been passed and no tumor can 
be felt are the highly suggestive alterations of list- 
lessness and colicky pain and the finding of blood 
and mucus on the examining finger introduced into 
the rectum. Not infrequently children referred to 
the surgeon on suspicion of intussusception are suf- 
fering instead from acute ileocolitis. In this condi- 
tion there may be colicky pains, the child may look 
very ill, and blood and mucus may be passed, but 
no sausage-shaped tumor can be felt. As a rule the 
child is over eighteen months old. The illness usually 
begins with diarrhea. It must be borne in mind that 
ileocolitis is essentially a diarrhea whereas intussus- 
ception is essentially an intestinal obstruction. In 
the former condition fecal matter as well as blood 
and mucus will be found on the examining finger 
introduced into the rectum; in the latter, only blood 
and mucus. Acute intestinal obstruction from 
causes other than intussusception may occur in 
young children, but with the exception of obstruc- 
tion due to strangulated hernia and postoperative 
obstruction, it is rare. 

Whenever abdominal pain lasting more than an 
hour or two and not accompanied by diarrhea occurs 
in a child more than five years of age appendicitis is 
likely to be suspected. In true cases of appendicitis 
there is never any doubt or difficulty in making the 
diagnosis after about six hours from the onset of the 
symptoms. As a rule there is pain followed by 
vomiting and a rise in the temperature. The pain 
begins in the middle of the abdomen and becomes 
localized in the right iliac fossa where usually a 
little tenderness and guarding are found. In some 
early cases, however, there is only slight tenderness 
and no guarding. Difficulty in the diagnosis is 
caused by the pelvic appendix, both in children and 
adults. In the great majority of unrecognized and 
fatal cases of appendicitis the appendix is of this 
type. In inflammation of a pelvic appendix the con- 
dition begins with mid-abdominal pain and often 
with vomiting. The temperature then rises and the 
pain shifts lower in the abdomen. There is no ten- 
derness or guarding in the right iliac fossa. When 
the appendix is low in the pelvis, tenderness will be 
found on rectal examination. More frequently, the 
appendix lies a little higher, hanging over the brim. 
Under such conditions tenderness is not found on 
rectal examination, but slight tenderness is discov- 
ered on pressure above the pubes and Poupart’s 
ligament on both sides. In a school child this is 
quite enough to warrant operation. There are also 
a number of special signs of appendicitis—skin ten- 
derness, Rovsing’s, Bastedo’s, and Cope’s signs and 
the unilateral cremasteric reflex—but according to 
the author’s experience these fail just when they 
would be of the most value. Many children and 
young adults have a succession of attacks of mid- 
abdominal pain lasting a few hours with no increase 
in the pulse or temperature and no signs in the right 
iliac fossa, which cannot possibly be diagnosed but 
are eventually proved to be due to appendicitis by 
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the occurrence, months or years later, of a typical 
acute attack. The inflamed appendix which is then 
removed shows a stricture left by a previous in- 
flammation. After the appendectomy the attacks of 
pain cease. 

A dangerous disease, which usually occurs in girls 
of school age and is often mistaken for appendicitis, 
is pneumococcal peritonitis. This condition is not 
common. Sometimes it comes on with, or follows, 
pneumonia. Under such conditions the diagnosis is 
not difficult. More frequently the acute type of 
pneumococcal peritonitis is abdominal from the be- 
ginning. The pain may occur in the right side, the 
hypochondrium, or throughout the abdomen. In 
some cases it is more severe than in any other acute 
abdominal condition in children. There is often a 
little diarrhea during the first few hours. The pulse 
rate and the temperature rise, and, within a day, 
general abdominal rigidity and tenderness usually 
develop. Vomiting may or may not occur. The 
patient soon appears very ill. In a typical case the 
diagnosis can be made with fair certainty. The early 
onset of symptoms of general peritonitis without 
localization in the right iliac fossa, the early diarrhea, 
and the obvious severity of the illness are enough. 
In addition, there may be early signs of pneumonia. 
It is important to recognize the nature of the con- 
dition chiefly to avoid giving a too favorable prog- 
nosis. The disease is usually fatal. Operation is 
probably worse than useless except in later cases 
with a localized abscess. In the past, laparotomy 
was often done in the belief that the condition was 
appendix peritonitis. 

Influenza sometimes suggests appendicitis tem- 
porarily. There may be pain and tenderness in the 
lower part of the abdomen on the right side ac- 
companied by fever. However, the rise in the 
temperature precedes the pain and is too high in 
proportion to the abdominal symptoms. An enema 
generally puts an end to the doubt by relieving the 
flatus and pain. 

The author has found that in 6 per cent of cases 
diagnosed as acute appendicitis in school children 
the condition is mesenteric lymphadenitis. Some- 
times a differential diagnosis is impossible. How- 


ever, in mesenteric lymphadenitis there is usually 


no vomiting, the pain starts in the lower part of the 
abdomen on the right side instead of at the um- 
bilicus, and the tenderness is rather vague and 
diffuse. Because of the difficulty in differentiating 
the two conditions, it is wise to mention to the 
parents the possibility of lymphadenitis as well as 
appendicitis before operation. At operation, the 
appendix should be removed and a search then 
made for enlarged glands. If enlarged glands are 
found, they should also be removed. Great care 
must be taken in their removal as otherwise there 
may be a good deal of bleeding and some risk to the 
integrity of the arterial blood supply to the cecum. 
If enlarged glands are left, the pain will recur. 
Tuberculous mesenteric glands giving rise to attacks 
of pain, fever, and tenderness may be found also ‘1 
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other parts of the abdomen besides the right iliac 
fossa. Under these circumstances there is not much 
to be gained by operating as the glands are likely to 
be too widespread for removal. 

There remain a considerable number of cases of 
abdominal pain in children in which the appendix 
cannot reasonably be suspected. In these there is 
no history of a dietary indiscretion, and no vomiting, 
diarrhea, or constipation. The pain is very per- 
sistent or recurrent. If it is present all day and 
every day it may be due to tuberculous peritonitis, 
tuberculosis of the spine, or muscular strain of the 
abdominal wall. 

Tuberculous peritonitis of the ascitic type in chil- 
dren is manifested by a chronic causeless ascites; 
tuberculous peritonitis of the adhesive type, by 
peculiar lumps in the abdomen; and tuberculous 
peritonitis of the ulcerative type by emaciation and 
a swollen, doughy abdomen. 

In spinal tuberculosis an angular curvature of the 
spine may cause abdominal pain. 

Chronic muscular strain of the abdominal muscles 
may be puzzling. The patient may think that his 
stomach or appendix is at fault, but the pain de- 
pends more on movements and posture than on the 
ingestion of food, there is no nausea, and there may 
be tenderness on pressure not only when the muscles 
are relaxed but also when the patient is asked to sit 
up in bed and his muscles are contracted. In the 
presence of appendicular tenderness tense muscles 
protect against pain on pressure. 
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There remain to be discussed the cases of children 
with recurrent pain usually lasting a few minutes, 
located chiefly in the middle of the abdomen, and 
coming on without obvious cause in which physical 
examination gives entirely negative results. The 
pain may recur over many months or years. Many, 
if not all, children with such pain are afflicted with 
mesenteric lymphadenitis, usually tuberculous. This 
is a very common finding at autopsy. Formerly it 
was difficult to understand how such enlarged glands, 
even if caseous or calcareous, could cause such sud- 
den, brief, occasional pain. This problem was solved 
when it was shown that the splanchnic nerve fibers 
of the mesentery traverse the lymphatic glands. A 
wave of peristalsis, which would be painless in itself, 
pulls upon the subjacent mesentery and the in- 
flamed or calcareous gland between its leaves irritates 
the nerve fibers passing through or close by. When 
the wave has passed the pain ceases. Sometimes 
children with such pain have signs of tuberculosis 
elsewhere, as in the glands of the neck. Occasionally 
a roentgenogram shows calcareous glands in the ab- 
domen. The condition is difficult to treat. If the 
pains are frequent they may generally be relieved 
by rest in bed, fresh air, and regular dosing with 
belladonna. When the spasms occur at intervals of 
days or weeks, it is scarcely worth doing anything. 
In the course of a few years the child seems to out- 
grow the condition. Operation might be considered, 
but the glands are apt to be too numerous for re- 
moval. MANueEL E. LicuTENSTEIN, M.D. 
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GYNECOLOGY 


UTERUS 


Vinés, A. R.: The Intramural Innervation of the 
Uterus (Sobre el sistema nervioso del itero: inerva- 
cién intramural). Arch. Fac. de med. de Zaragoza, 
1934-35, 3: 115. 

The intramural innervation of the uterus has been 
investigated repeatedly with conflicting or incon- 
clusive results, particularly with regard to the 
occurrence of ganglion cells and the distribution and 
terminations of nerves in the myometrium. The 
reason for this is the lack of a staining method which 
will give indisputable pictures of the intraparietal 
nerve supply of the various viscera. 

Vinés studied the uterus of the sheep, dog, cat, 
and newborn child by the Cajal, Bielschowsky, 
methylene blue, and Golgi methods. He considers 
the Golgi method the procedure of choice. He found 
that after entering the uterine wall the nerve fibers 
cross it to the junction of the muscularis and the 
submucosa, which is the nerve center of the organ. 
This zone contains large nerve trunks which accom- 
pany the vessels and give off collaterals to the 
myometrium and mucosa. The nerve supplies of the 
two layers are independent of each other and appar- 
ently of the corresponding perivascular plexuses. 

Vinés proved the presence of ganglion cells in the 
parenchyma of the cervix. He states, however, that 
these cells are small, scarce and inconstant, and 
represent merely the penetration of juxtamural 
ganglion cells into the wall. 

The nerves of the myometrium form an intricate 
plexus which is most developed in the circular layer. 
They end on the surface of the muscle cells in a 
variety of formations: vertical with either smooth or 
varicose arborizations, and horizontal thickened 
terminations following the direction of the circular 
fibers. The plexus contains some cells identical in 
appearance with the interstitial cells of Cajal in the 
intestine. These are situated between the muscle 
bundles, particularly in the circular layer. Vindés 
considers them provisionally as nerve cells. 

The nerves supplying the glands form plexuses in 
the interglandular spaces from which very delicate 
fibrils terminate on the basal surface of the gland 
cells either singly or in a complicated network. No 
intercellular or intracellular endings were demon- 
strated. 

A subepithelial plexus is formed by fibers which 
arise directly from the submucosal plexus, pass 
through the mucosa without giving off collaterals, 
and end in a network beneath the epithelial lining 
of the uterus. As this layer of the mucosa contains 
no glands but is rich in vessels, the subepithelial 
plexus may have a vascular significance. 

M. E. Morse, M.D 


Weil, P. E., and Isch-Wall, P.: Uterine Hemorrhages 
Without Uterine Lesions; Hemorrhages of 
Hematogenic Origin; Hematogenic Syndromes 
(Les hémorragies utérines sans lésions utérines; 
hémorragies de l’hémogénie; syndromes hémogén- 
iques). Rev. frang. de gynéc. et d’obst., 1935, 30: 413. 


The authors emphasize the importance of investi- 
gating the blood of patients with idiopathic uterine 
bleeding, i.e., bleeding from a uterus without de- 
monstrable lesions. As, under normal conditions, 
the body is well-protected by vascular contraction, 
thrombus formation, and blood clotting, against 
exsanguination from injuries to small blood vessels, 
any abundant hemorrhage of long duration from 
minute vessels should be considered due to a blood 
dyscrasia. In the zeal to find a local causative factor 
for bleeding, menorrhagias of hematogenic origin 
are frequently overlooked. The use of the term 
“hemophilia” to describe these blood dyscrasias is 
incorrect. 

Bleeding of hematogenic origin is a diathesis of 
vagosympathetic blood instability and disequi- 
librium which is often familial or hereditary. In the 
presence of such a diathesis, hemorrhages may be 
provoked by various episodes in the genital sphere, 
infections, hepatic disorders, fatigue, and various 
toxic factors. Asthma and urticaria often alternate 
with the hemorrhage. In cases with these conditions 
efforts at desensitization are justified. The authors 
describe: (1) The typical hematogenic state, (2) 


‘localized or transitory hematogenic states, and 


(3) primary and secondary hematogenic syndromes. 

Detection of the blood and vascular stigmata of 
the hematogenic state requires a careful investiga- 
tion of: (1) the bleeding time, which is usually pro- 
longed or variable; (2) the coagulation time, which 
is usually normal or subnormal, the clot retracting 
little or not at all; (3) the vascular resistance, which 
is usually diminished; (4) the number of platelets, 
which is usually diminished; and (5) the total and 
differential leucocyte counts. 

Menorrhagia of hematogenic origin usually 
makes its first appearance at puberty. There are 
two cardinal signs: mucosal hemorrhage and pur- 
pura. As a rule the history discloses a bleeding 
tendency during infancy and childhood manifested 
by cutaneous hemorrhages after slight trauma, epis- 
taxis, and gingival bleeding. The menses, while pro- 
longed, usually undergo no great changes in rhythm 
although shorter cycles are not uncommon. ‘The 
first attack of bleeding is often sufficient to trans- 
form a subnormal blood into one with all the stig- 
mata of a blood dyscrasia. During pregnancy there 
is often a change for the better such that the patient 
may subsequently be cured. The menopause with 
its endocrine disturbances is frequently the provoca- 
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tive factor. Infections, hepatic disorders, and in- 
toxications (alcohol, benzine and phenol compounds, 
arsenic, bismuth) are also important etiological 
factors and must be carefully searched for. Para- 
doxically, the patients are subject also to phlebitis, 
thrombosis, and embolism. 

The authors emphasize that these blood dyscrasias 
are frequently associated with endocrine disturb- 
ances and hereditary syphilis. A careful investiga- 
tion from these angles is therefore extremely im- 
portant. The glands chiefly involved are the ovary 
and the thyroid. Hyperthyroidism, hypothyroid- 
ism, or dysthyroidism may be present. Treatment 
of the hypothyroid state gives the most satisfactory 
results. The liver and spleen may also be affected. 
The latter is often greatly enlarged. Hereditary 
syphilis plays an important part in the production 
of these diatheses. 

The most effective therapeutic measure in menor- 
rhagias of the hematogenic type is hemotherapy. 
Small doses of whole blood or fresh human blood 
serum injected subcutaneously or intramuscularly 
often arrest a persistent menorrhagia very promptly. 
The authors prefer heterohemotherapy. Calcium is 
an important medicament. Of the endocrine prepara- 
tions, the authors prefer hemato-ethyroidine. How- 
ever, the good results obtained with di-iodothyrosine 
indicate that hemato-ethyroidine acts, not through 
the ingested animal blood, but through its effect in 
counteracting hyperthyroidism. Splenectomy and 
X-ray sterilization should be reserved for severe or 
recurrent cases. Blood transfusion is indicated 
when the anemia is severe.- Only donors of the same 
type as the patient should be used. 

Harotp C. Mack, M.D. 


Ollervides, R., Jr.: Diathermic Coagulation in 
Cervicitis (Diatermo-coagulacién en cervicitis). 
Rev. de cirug., Hospital Juarez, Mex., 1935, 281. 


Ollervides has treated more than seventy-five 
cases of cervicitis by diathermic coagulation with 
remarkably good results. He believes this is the 
method of choice for the condition. He states that 
irritating applications are not only useless but also 
dangerous as they predispose to cancer. In his ex- 
perience, regional vaccination has given very few 
cures. Radiotherapy is partially effective but is dif- 
ficult to apply and beyond the means of most 
patients. Diathermy is not a panacea. Sclerotic 
and adenomatous cervices do not yield to it and 
should be amputated. 

The author uses the monopolar method for acute 
ulceration and chronic cases with extensive super- 
ficial erosions, and the bipolar method principally 
in the subacute, chronic, and hypertrophic forms. 
He treats pre-adenomatous cervices by puncture 
with an acuiform monopolar electrode to a depth of 
1% cm. The intensity of the current varies from 
200 to 800 ma., and the time from a few seconds to 
fifteen minutes. In cases of gonococcal infection 
diathermy was combined with local vaccination. 
The lesions usually healed completely within a 


month. The treatment was harmless and painless 
in the great majority of cases, although a few pa- 
tients had immediate nausea and a marked fall of 
the blood pressure. Two patients developed an 
alarming acute metritis and salpingitis, but these 
conditions subsided in a few days. 

The principal contra-indications to diathermic co- 
agulation are: 

1. Acute inflammations and chronic or even 
latent infections at other sites. The latter must be 
carefully ruled out. 

2. Local congestion. The procedure should not 
be used in the premenstrual period. 

Pregnancy is not a contra-indication. The author 
used the treatment in four cases with complete 
success and without causing the slightest tendency 
to abort. 

The article contains drawings showing the prog- 
ress of the cases. M. E. Morsg, M.D. 


Morillo, L.: Tuberculosis of the Uterine Cervix 
(Tuberkulose des Gebaermutterhalses). Ziéschr. f. 
Geburtsh., 1935, 110: 166. 


The author reports in detail seven cases of tuber- 
culosis of the uterine cervix and then discusses the 
question whether tuberculosis is ever primary in the 
cervix. From an analysis of all of the cases reported 
in the literature he has come to the conclusion that 
primary tuberculosis of the uterine cervix has never 
been definitely proved. Of the seven patients whose 
cases he reports in this article the first had had a 
pulmonary abscess and symptoms referable to pleu- 
ral and peritoneal involvement four years previously. 
The second, a girl twenty-one years old, gave a his- 
tory of tuberculous peritonitis at the age of ten or 
eleven years and was suffering from active pulmo- 
nary tuberculosis. The five other patients had had a 
pulmonary process for a period of years. The treat- 
ment included radium and roentgen irradiation as 
well as ultraviolet irradiation. 

(Hans O. NEuMANN). LEO A. JUHNKE, M.D. 


Traina Rao, G.: Malignant Adenoma of the Cervi- 
cal Canal (L’adenoma maligno del canale cervi- 
cale). Riv. ital. di ginec., 1935, 18: 38. 


The author reports nine cases of malignant 
adenoma of the cervical canal. Eight were treated 
by hysterectomy plus bilateral removal of the 
adnexa and one was treated by radium irradiation 
because surgery was contra-indicated by the 
patient’s general condition. The results were uni- 
formly good and no recurrences were found in the 
follow-up, which in several cases extended over a 
period of five years. 

The patients ranged in age from thirty-six to 
fifty-six years. Five were between fifty and fifty-six 
years old. Seven had borne from four to ten chil- 
dren, one was a primipara, and one was a nullipara. 

Copious and spontaneous bleeding was a con- 
stant sign. In four cases there was leucorrhea. 

Bimanual examination usually revealed an en- 
larged cervix of irregular consistency and a normal 
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vaginal mucosa. The diagnosis is dependent upon 
biopsy and microscopic examination. The histo- 
logical characteristics of the malignant adenomas 
were as follows: 

1. Ordinary monostratification of the epithelial 
cells which caused them to appear normal or nearly 
normal; a normal or increased secretory power; an 
intact basal membrane; and absolute absence of 
karyokinesis. 

2. Scarcity or absence of interglandular stroma. 

3. Exubevant glandular infiltration of the deeper 
tissues. 

A review of the literature reveals marked dif- 
ferences of opinion regarding the classification of 
these tumors. Some believe they should be classi- 
fied as benign, while others regard them as definitely 
malignant. Winter states that a purely benign form 
does not occur; that careful study of sections will 
show carcinomatous changes in all. Puccini observed 
carcinomatous change in two of his twenty-three 
cases. Kaufman, Barbacci, and Herman state that 
malignant adenomas have the property of metas- 
tasis as well as recurrence. The author believes 
that the solution of the problem depends upon the 
histological interpretation of early malignancy. 

GerorcE C. Finoia, M.D. 


eo Séjournet, P.: Cancer of the Cervix Following Sub- 
total Hysterectomy (Cancer du col restant aprés 
hysterectomie subtotale). Bull. Soc. d’obst. et de 
gynéc. de Par., 1935, 24: 278. 
Séjournet reports in detail 2 cases of carcinoma 
developing in the cervix after subtotal hysterectomy 


and discusses the problem of subtotal hysterectomy 
and cancer in general. 


One of his patients had a plexiform carcinoma 
and the other an adenocarcinoma. The patient with 


the plexiform carcinoma died of anemia. The 
patient with an adenocarcinoma made an excellent 
two-year recovery after radium therapy. Séjournet 
gives a detailed review of the statistics on adeno- 
carcinoma of the cervix. 

In the literature for the period from 1926 to 1935, 
he found 302 cases of cervical cancer following sub- 
total hysterectomy. 

According to 4 important statistical compilations 
by surgeons covering 2,931 surgically treated cases 
of cervical cancer, the incidence of the condition 
following hysterectomy is 2.19 per cent. According 
to 4 statistical compilations from anti-cancer cen- 
ters, it is 4.17 per cent. 

The lapse of time between the hysterectomy and 
the appearance of the cancer is variable. Of 188 
cases reviewed, the cancer manifested itself within 
a year in 48 and after from thirteen months to five 
years in 64. Cancers developing after five years 
may be considered primary and not related to the 
hysterectomy. 

Of a series of 139 cases in which subtotal hys- 
terectomy was done, the incidence of cancer in the 
cervical stump was highest (64.6 per cent) in those 
in which the operation was performed for fibroids 
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and next highest (24.2 per cent) in those in which 
it was performed for tubal lesions. 
The treatment indicated is almost entirely limited 
to irradiation. The results are mediocre. 
ALBERT F. DE Groat, M.D. 


Richardson, E. H.: Total Versus Subtotal Ab- 
dominal Hysterectomy in Benign Uterine 
Disease. Am. J. Surg., 1935, 28: 588. 


Richardson says that no one can review the 
voluminous literature on total versus subtotal hys- 
terectomy in benign uterine disease without being 
profoundly impressed by the continued prevalence 
of benign diseases of the uterine cervix and their 
etiological relationship to cancer. Because of this 
prevalence and relationship it is exceptional to en- 
counter a normal cervix in conjunction with the 
indications for hysterectomy. Consequently, con- 
servative subtotal hysterectomy has today only a 
limited field of application. 

Unfavorable experiences with the older operations 
led Richardson to develop a simplified technique for 
abdominal panhysterectomy designed specifically to 
guard against the major hazards of the operation, 
namely, mortality, hemorrhage, shock, damage to 
the ureters, bladder, and rectum, and postoperative 
peritonitis. On the basis of his experience with the 
new technique in nearly 100 cases which included 
all types of simple and complicated lesions requiring 
such surgical treatment, Richardson recommends 
the simplified technique with great confidence to 
other surgeons who, like himself, have found the 
older/operations formidable and unsatisfactory. 

J. THORNWELL WITHERSPOON, M.D. 


ADNEXAL AND PERIUTERINE CONDITIONS 


Morra, G.: The Behavior and Structure of the 
Round Ligament in Changes of the Position 
of the Uterus and Cases of Uterine Fibromyoma 
(Comportamento e struttura del legamento rotondo 
nelle alterazioni della statica uterina e nei fibro- 
miomi dell’utero). Ginecologia, 1935, 1: 296. 

Following a review of the literature on the anat- 
omy and physiology of the various uterine liga- 
ments and the manner in which the uterus is 
suspended and held in position, the author reports 
the findings of histological examinations which he 
made of the elastic and muscular layers of the 
round ligament. The subjects of his studies were 

a group of normal females (two girls at puberty, 

three multiparas, two nulliparas, and five women 

who had passed the menopause), a group of women 
with abnormal conditions of the genital tract (two 
with uterine retroflexion, thirteen with retroversion, 
and seven with enlargement of the uterus due to 
fibromyoma), and two women who were pregnant. 

In every instance the length, diameter, and tensile 

strength of the round ligaments were determined. 

In all of the cases of retroversion and retroflexion 
of the uterus there was a marked hypertrophy of the 
elastic and muscular tissues of the round ligaments. 
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This was not found in the cases in which the uterus 
was in good position. The authors regard it as a 
functional hypertrophy. 
The article includes eight photomicrographs show- 
ing the typical changes in the round ligaments. 
EvuGENE T. Leppy, M.D. 


Soria, G.: 
Tube with Regard to the Presence of Muscle 
Sphincters (Ricerche morfologiche sulla tromba 
uterino della donna allo scopo di rilevare se esistono 
in essa sfinteri muscolari). Arch. di ostet. e ginec., 
1935) 42: 269. 


In a series of roentgenograms of fallopian tubes 
injected with radio-opaque solutions Rossi and Dal- 
lera were able to demonstrate four constrictions— 
one at the junction of the uterine cavity and the 
tube, another at the junction of the pars interstitialis 
and the isthmus, a third at the lateral extremity 
of the isthmus, and a fourth at the abdominal 
orifice. They described these constrictions as 
sphincters. 

For anatomical confirmation of these findings the 
author made serial sections of eleven normal tubes 
removed at operation for associated disease. De- 
tailed microscopic studies were facilitated by special 
preparations which brought out the muscle fibers, 
blood vessels, and nerves. From his findings Soria 
draws the following conclusions: 

1. The innervation of the tube is intimately as- 
sociated with the innervation of the ovary. 

2. The macroscopic sulci or depressions desig- 
nated by Rossi and Dallera as sphincters were not 
true muscle sphincters but due to a peculiar annular 
distribution of the blood and nerve supply of the 
regions in which they were found. 

3. Anatomically, there are only two muscle bun- 
dles which can be called sphincters—one correspond- 
ing to the abdominal orifice and the other in the pars 
interstitialis. 

4. The structures recognized in the roentgeno- 
grams as sphincters cannot be demonstrated by 
morphological study and presumably must be in- 
terpreted as functional sphincters caused by the 
annular arrangement of the blood and nerve supply 
of the fallopian tube. Georce C. Frnora, M.D. 


Salamana, A. G.: Conservation of the Ovary in 
Hysterectomy (La conservaci6n del ovario en la 
histerectomfa). Rev. de cirug., Hospital Juarez, 
Mex., 1935, 251. 


The author reviews the endocrine relationships 


| of the ovaries and uterus. Because of the mediocre 


results of gland therapy and ovarian transplanta- 
tion, he advises that normal ovaries be conserved 
when hysterectomy is done. He states that he has 
not encountered cystic or malignant degeneration 
of the ovaries following hysterectomy, but in order 
to prevent cystic degeneration the circulation and 
Innervation of the ovaries must be carefully pre- 
served. When removal of the ovaries is necessary, 
ovarian transplantation should always be done and, 
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if possible, the uterus or a part of it should be pre- 
served in order to assure functioning of the graft. 
M. E. Morse, M.D. 


EXTERNAL GENITALIA 


King, A. J., and Mascall, W. N.: Gonococcal Vagi- 
nitis in the Adult. Lancet, 1935, 228: 1492. 


Gonococcal infection of the vaginal mucous mem- 
brane occurs in the acute stage of gonorrhea and 
may persist in the later stages. Of 162 cases, the 
gonococcus was isolated from the vaginal fornices in 
the chronic stage of the disease in 53 (33.3 per cent). 

The conspicuous clinical differences in the vaginal 
infection of children and young unmarried women 
as compared with that of multiparas and women in 
whom the mucous membranes have been hardened 
are due to the difference in the extent and severity 
of the infection. In the former, the whole length 
of the vagina is involved whereas in the latter the 
infection usually becomes limited to the vaginal 
fornices. _ 

Severe infections of the vagina due primarily to 
organisms other than the gonococcus are much less 
common than is generally believed. The gonococ- 
cus is often present in such infections, but difficulty 
is experienced in isolating it. In the isolation of the 
gonococcus in the ‘‘non-specific’’ group of cases the 
vaginal plate method of Orpwood and Price with 
the use of egg-albumin-agar as the medium gives 
the most satisfactory results. Of 44 cases in which 
the plates alone were positive, 28 were cases of the 
severe generalized type of vaginitis in which repeated 
tests from other sites had proved negative. 

The theory of the ‘“‘antigonococcal” value of a 
highly acid vaginal secretion in the adult must be 
abandoned. In the authors’ culture tests no 
inhibitory action appeared to be exerted by strongly 
acid secretions. Tests of the vaginal fluid with 
litmus paper in 100 cases showed the reaction to be 
acid in 93, alkaline in 3, and neutral in s. 

For a correct and certain diagnosis in suspected 
cases of gonorrhea in the female it is essential to 
utilize all the known tests. In 44 of the cases 
reviewed an incorrect diagnosis would have been 
made if the vaginal plate method had not been 
employed. 

Treatment should be directed to the vaginal for- 
nices, the cervical canal, and the urethra. All 
instrumentation and manipulation should be as 
gentle as possible. If antiseptics are used they 
should not be employed in concentrated form. 
While quite strong antiseptics may apparently be 
tolerated by the vaginal mucous membrane without 
an increase in the symptoms or discomfort, the 
authors have found that the use of such chemical 
irritants will inevitably prolong the duration of the 
infection. Better results were obtained with a 
I per cent than with a 25 per cent solution of 
mercurochrome and with a 1o per cent than with a 
50 per cent solution of ichthyol in glycerin. It is 


possible that the local immunity processes of the 
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tissues are adversely affected by the stronger con- 
centrations. 

The improved cultural method is valuable and 
essential not only in the diagnosis of gonorrhea in 
the female, but also in the establishment of cure 
after treatment. Cuartes Baron, M.D. 


MISCELLANEOUS 


Allen, E., Gardner, W. U., and Diddle, A. W.: 
Experiments with Theelin and Galactin on the 
Growth and Function of the Mammary Glands 
of the Monkey. Endocrinology, 1935, 19: 305. 


The authors injected ten monkeys weighing from 
3,365 to 6,050 gm. with galactin with or without 
previous theelin treatment. In four mature animals 
and one animal just reaching sexual maturity, lac- 
tation was induced. Three of these mature animals 
retained one or both ovaries. The two others were 
ovariectomized and had been previously injected 
with 2,150 and 1,700 rat units of theelin. In the 
cases of the three normal animals the treatment 
with galactin was begun on the third, fifteenth, and 
twentieth days of the menstrual cycle respectively. 

In the remaining five animals, three of which were 
just reaching maturity and two of which were im- 
mature, the administration of the lactation-stimu- 
lating hormone in doses of from 3 to 13 rabbit units 
did not induce lactation. One of these animals was 
ovariectomized. In the cases of all of them, from 
1,300 to 1,700 rat units of theelin were injected be- 
fore the galactin or prolactin treatment was begun. 

The fully developed mammary glands of the 
mature monkeys responded positively to the galac- 
tin or prolactin treatment, whereas the partially 
developed mammary glands of the younger monkeys 
did not respond. No histological changes that might 
be attributed to the injection of the lactation- 
stimulating hormone were observed in the repro- 
ductive tract, thyroid, parathyroids, pituitary gland, 
or suprarenal glands. Antuony F. Sava, M.D. 


Engle, E. T., Smith, P. E., and Shelesnyak, M. C.: 
The Réle of Estrin and Progestin in Experi- 
mental Menstruation. Am. J. Obst. & Gynec., 
1935, 29: 787. 

It is generally believed that, in the mature mon- 
key, uterine bleeding occurs when the estrin supply 
is cut off. This bleeding can be prevented by the 
administration of progestin, a hormone of the 
corpus luteum. It is prevented as long as the treat- 
ment is continued. In the authors’ experiments the 
treatment was continued in one instance for twenty- 
eight days, but usually for only eleven or twelve 
days. After it was stopped the bleeding recurred 
in from three to five days. 

After the termination of progestin therapy the 
uterine bleeding occurs within the expected time, 
even when estrin administration is instituted at 
once and continued. 

The authors cite evidence reported by other 
investigators which indicates that in the human 
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female also, menstruation results from a cessation of 

the secretion of the corpus luteum and occurs in 

the presence of a high estrin content of the blood. 
Epwarp Lyman CorRnELL, M.D. 


Kurzrok, R., Wilson, L., and Cassidy, M. A.: 
The Treatment of Amenorrhea with Large 
Doses of Estrogenic Hormone. Am. J. Obst. & 
Gynec., 1935, 29: 771. 

The authors treated twelve cases of primary 
amenorrhea and thirteen cases of secondary amenor- 
rhea with large doses of Progynon B and amniotin, 

They confirmed Kaufmann’s observation that 
40,000 r. u. of estrin are required to produce cyclical 
bleeding and to.build up the proliferating phase of 
the endometrium. Cyclical bleeding cannot be dif- 
ferentiated by the patient from normal menstrua- 
tion. 

To bring on the first period, doses of 100,000 r. u. 
or more are usually necessary in cases of primary 
amenorrhea and doses of about 50,000 r. u. in Cases 
of secondary amenorrhea. To initiate growth of the 
breasts, mainly the duct system, doses of 50,000 r. u. 
are required. To produce growth of a hypoplastic 
myometrium, doses of more than 100,000 r. u. are 
essential. In some of the cases of primary amenorrhea 
reviewed the breasts, the cyclical bleeding, and the 
myometrium regressed in the order named when the 
treatment was stopped. 

The authors state that the uterine anlage which 
has failed to develop in the fetus may be brought to 
some stage of development in adult life by large 
doses of estrogenic hormone. 

Spontaneous menstruation may follow the cyclical 
bleeding induced by estrogenic hormone, as in 
secondary amenorrhea. 

The endometrium which has been built up to the 
proliferative phase by an external supply of estrin 
may be converted to the pregravid phase by the 
patient’s own corpus luteum. 

Epwarp Lyman CornELL, M.I). 


Membranous Dysmenor- 


Guimaraes, A., Filho: 
Rev. obst. ¢ 


rhea (Dismenorrea membranacea). 
ginec de Séo Paulo, 1935, 1: 29 


- Membranous dysmenorrhea is a rare menstrual 
disturbance occurring particularly in the early period 
of menstrual life and in young unmarried women. 
It is more common in the absence of pathological 
changes in the reproductive organs than in the 
presence of such changes. It appears more fre- 
quently as a functional disturbance than as a 
disorder of organic origin. It is thought to be due 
to an ovarian hormone disturbance at present not 
clearly understood. 

It is characterized by the expulsion of shreds or 
of a partial or complete cast of the endometrium. 
Complete exfoliation is rare. Sometimes pieces of 
membrane are mixed with blood clot. The larger 
pieces may be mistaken for a discharge of decidual 
material following abortion or in ectopic pregnancy, 
which they resemble macroscopically. However, the 
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histological appearance of the membrane is charac- 
teristic. The cells are smaller than decidual cells and 
exhibit more irregularity in structure and more pro- 
nounced degenerative changes. 

In some cases spontaneous recovery results while 
in others the symptoms recur regularly or irregularly 
for an indefinite time in spite of all therapeutic 
measures. Removal of hyperplastic endometrium 
by dilatation and curettage may prove beneficial. In 
some cases the use of ovarian extracts has been fol- 
lowed by improvement. Lutein and pituitrin have 
also been found of value. 

Five cases are reported in detail. 

R. MEEKER, M.D. 


Watson, M. C.: Observations on the Treatment of 
Dysmenorrhea with the Placental Extract 
“Emmenin.”’ Canadian M. Ass. J., 1935, 32: 600. 


Watson is convinced that the administration of 
emmenin is a valuable supplemental hormone ther- 
apy in dysmenorrhea when the pains are due 
definitely to forcible uterine contractions. When 
factors with an unfavorable influence on the pa- 
tient’s consciousness, general health, economic and 
social condition, and mental impressions are present, 
his results are materially improved by efforts to 
eliminate these factors. The general health is im- 
proved by the administration of ferrum redactum or 
ferrous carbonate; a regulated ample diet with an 
adequate supply of necessary ingredients such as 
proteins, calcium, and vitamins; and a copious fluid 
intake. Economic and social influences should be 
regulated so far as possible, and rest in bed for an 
average minimum of eight hours out of the twenty- 
four should be required. By this régime and the 
administration of emmenin as a supplemental hor- 
mone Watson has reduced operative interference to 
the minimum. 

Forty-nine patients were completely relieved of 
pain and associated symptoms, and of this group, 
twenty-one have had no return of symptoms after 
a period of six months without emmenin. Twenty- 
seven patients were relieved to a degree which en- 
abled them to disregard the remaining discomfort. 
In the cases of twenty-nine who were not relieved, 
the loss of time from work was reduced by the 
administration of 3- to 5-gr. doses of amidopyrine 
with 1/100 gr. of atropine sulphate. The only op- 
eration recommended was modified dilatation of the 
cervix with incision of the internal os and packing. 

In conclusion Watson says that, for successful 
results, the treatment must be adapted to the re- 
quirements of the individual case. 

J. THORNWELL WITHERSPOON, M.D. 


Ulrich, P.: Genital Hemorrhages with a Local 
Cause (Les hémorrhagies génitales de cause locale). 
Rev. frang. de gynéc. et obst., 1935, 30: 355. 


Like pregnancy, menstruation is a physiological 
phenomenon which constantly borders on the patho- 
logical. Pathological states of menstruation are 
therefore often difficult to distinguish. The principal 


menstrual disturbances are characterized by: (1) 
irregularity of the menstrual rhythm, (2) variations 
in the intensity and quality of the menstrual flow, 
and (3) variations in the duration of the flow. Thus 
hypermenorrhea is characterized by an exaggerated 
amount of flow; polymenorrhea, by increased fre- 
quency of flow; and macromenorrhea, by an un- 
usually prolonged period of flow. The term “‘oligo- 
menorrhea”’ signifies regular menses at long inter- 
vals; the term “hypomenorrhea,”’ a lessened amount 
of flow; and the cerm “metrorrhagia,” intermen- 
strual bleeding. The author uses the term ‘“‘meno- 
metrorrhagia”’ to designate cases of prolonged flow in 
which it is difficult to decide whether the bleeding is 
menstrual or intermenstrual. A typical example of 
this type is the bleeding in cases of metropathia 
hemorrhagica. The presence of clots is always a 
sign of pathological bleeding. 

Ulrich classifies genital bleeding as follows: 
(1) bleeding of ovarian origin, (2) bleeding due to 
infections, (3) bleeding due to miscellaneous causes, 
(4) bleeding due to vascular stasis resulting from 
uterine misplacements, (5) intra-ovarian hemorrhage, 
and (6) vaginal and vulvar hemorrhage. He dis- 
cusses at length the well-known endocrine relation- 
ships involved in female sex physiology. 

Alterations in the ovarian hormone balance may 
result in menstrual disturbances. Hemorrhages due 
to hypofolliculinism are associated with genital 
hypoplasia and infantilism. Hypermenorrhea and 
polymenorrhea are most common. Metrorrhagia is 
exceptional. The occurrence of these hemorrhages 
depends on lack of contractility of the uterine mus- 
culature. The endometrium is thin and more fragile 
than normal. Hyperfolliculinism is characterized by 
bleeding of the menometrorrhagia type. Cystic 
glandular hyperplasia of the Swiss-cheese variety 
and hyperplasia of the uterine muscle are the chief 
anatomical findings. The ovaries may show many 
cystic follicles or sclerocystic changes. Hypersecre- 
tion of the corpus luteum results in the formation of 
a deciduiform metritis (Champy, Bulliard, and 
Douay). The clinical picture is that of meno- 
metrorrhagia. The endometrium, which is greatly 
thickened, shows an unusually thick decidual reac- 
tion and secretory glands. 

Bleeding at the time of ovulation is possible 
though rare in women in perfect health. Chronic 
and acute infections (gonorrhea, colon bacillus in- 
fections, tuberculosis, syphilis) play a part in the 
causation of uterine bleeding. In approximately 50 
per cent of cases of gonorrheal salpingitis there is 
polyor hypermenorrhea. General factors which may 
also play a causative réle are errors in hygiene, 
excessive participation in sports, sexual excesses, 
professional fatigue, climatic changes, intoxications 
(drugs, alcohol), and psychic and vasomotor dis- 
turbances. Malpositions of the uterus (anteflexion, 
lateral deviations, retroflexion, prolapse) are of 
importance because of their congestive effect. 

Determination of the causative factor is not easy. 
The age of the patient and the period of life at which 
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the symptoms occur must be considered. Uterine 
hemorrhages in little girls are often due to hyper- 
genitalism provoked by ovarian tumors or by tumors 
of the pineal gland, hypophysis, or adrenals. Genital 
hemorrhages of the newborn have nothing to do 
with menstruation. They are usually the result of 
passive congestion resulting from placental hor- 
mones. When neoplasms can be ruled out with cer- 
tainty, puberty bleeding and pre-menopausal bleed- 
ing are usually due to hyperfolliculin states or hyper- 
lutein hormone effects. Malignant ovarian tumors 
of slow growth must be considered when post- 
menopausal bleeding occurs. 

Intra-ovarian hemorrhage is not uncommon. It is 
often associated with blood dyscrasias, especially 
when the hemorrhage is severe and prolonged. Vagi- 
nal and vulvar hemorrhage is most frequently the 
result of trauma (foreign bodies, masturbation, 
coitus). Senile involution renders the vagina 
especially susceptible to extensive tearing and 
hemorrhage from trauma. Harotp C. Mack, M.D. 


Farati, M.: The Gonodeviation in Obstetrics and 
Gynecology (La gonodeviazione in ostetricia e 
ginecologia). Riv. ital. di ginec., 1935, 18: 65. 

Before presenting the results of his clinical and 
experimental investigations regarding the gonodevia- 
tion in obstetrical and gynecological cases, the 
author reviews the literature on the serum reaction 
of patients with gonococcal infections. 

Many methods for the diagnosis of gonococcal 
infection (opsonic index, Ivores-Hamilton and Cooke; 
precipitation, Ciuffo and Bruck; agglutination, 
Bruck and Define; cuti-reaction, Finkelstein and 
Gerschen; complement-deviation, Bruck, Muller, 
Thomas, Ivy, and numerous others) have been 
introduced. Each has given information of great 
value especially in the chronic form of the disease. 

Kunwaelder and Schwarz, using a personally pre- 
pared antigen, investigated 167 cases of salpingitis. 
Of the 83 in which the condition was found by 
bacteriological examination to be due to the gono- 
coccus, only 1 was negative. Of 6 cases of gon- 
orrheal arthritis, all gave a positive reaction. 

Izwojnieka and Zawodzinski, who carried out the 
complement-deviation reaction 1,495 times in 1,400 
cases, are convinced that the results depend directly 
upon proper preparation of the antigen. They 
recommend antigens prepared by either the Ower 
or the Crosti method. From their investigations 
they draw the following conclusions: 

1. The complement-deviation reaction has a 
specific behavior in gonorrheal infections. 

2. The test becomes positive in the early stages of 
the gonococcal invasion. The reaction increases in 
intensity until the clinical manifestations of the 
disease reach their greatest severity and then 
gradually diminishes, becoming negative approxi- 
mately two months after clinical cure of the infection. 

Crosti regards the test as of prognostic value. He 
believes that the progressive decrease in specific 
amboceptor is prima facie evidence of amelioration 
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of the diséase, and that persistence of the comple- 
ment deviation without a decrease in intensity is in- 
disputable evidence of the existence of an active 
focus of infection. 

Huhes states that the reaction is occasionally posi- 
tive in lues and in the presence of an elevation of the 
temperature. 

The author reports the complement deviation in 
124 obstetrical and 174 gynecological cases. For the 
complement he used the blood of rabbits. The re- 
sults were as follows: 


Gynecological cases Number Positive Negative 
Salpingitis of unknown cause... . .35 22 13 
Gonorrheal proctitis I ° 
Tuberculous salpingitis 5 14 
Old gonorrheal adnexal disease. . . 21 12 
Gonorrheal bartholinitis 
Non-gonorrheal Bartholin-gland 


Cancer of the uterus and cervix. . 
Fibroids and ovarian cysts 
Normal women 
Normal women given gonorrheal 
vaccine 8 


Obstetrical cases 
Normal pregnancy at or near 


Afebrile abortion 

Febrile abortion 

Normal puerperal women 

Febrile puerperal women with 
parametritis, thrombophle- 
bitis, or pyemia 

Gonorrheal rheumatism in 
pregnancy 


Number Positive Negative 


The author draws the following conclusions: 

1. The test is specific although it was sometimes 
positive in the cases of women with a positive Was- 
sermann reaction. 

2. The test is sensitive. 

3. Post-abortion and puerperal infections are often 
due to the gonococcus. 

4. The intensity of the reaction parallels the clini- 
cal manifestations of the disease. 

5. The reaction diminishes in intensity with ame- 
lioration of the local infection. 

6. The average duration of the reaction after 
clinical recovery is about two months. 

7. One injection of gonococcus vaccine is sufficient 
to render the test positive. 

8. The test is of prognostic as well as diagnostic 
value. GeorceE C. Frnora, M.D. 


Spoto, P.: The Value of Prostigmin in Obstetrics 
and Gynecology (La prostigmina nel campo ostet- 
ricogynecoligico). Ginecologia, 1935, 1: 455. 

Prostigmin is a substitute for eserin and of value 
in atonic and paralytic intestinal conditions. The 
author reports experimental and clini-«' investiga- 
tions which he carried out to dete. e whether 
prostigmin has a selective action on tne muscular 
layer of the intestine or acts also on other smooth 
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muscle such as that of the uterus, bladder, and 
ureter. In his experimental investigations he studied 
the organs in situ and after their eventration with 
the animal kept under ether narcosis and the nerve 
supply of the organs left intact. Roentgenoscopic 
and roentgenographic studies were made to deter- 
mine the motility of the gastro-intestinal tract before 
and after administration of the drug. 

The clinical investigations were carried out on 
pregnant and non-pregnant women who complained 
of obstinate constipation, women at various periods 
of the puerperium who complained of meteorism, 
-abdominal distention or vesical paresis, and women 
who had distention after laparotomy for some ob- 
stetrical or gynecological condition. 

The findings are summarized as follows: 

1. In rabbits weighing from 2 to 3 kgm., injections 
of prostigmin in doses of from 0.005 to 0.1 mgm. per 
kilogram of body weight constantly increased the 
contractions of the intestine, bladder, and ureter. 

2. The most effective pharmacological dose was 
0.02 mgm. per kilogram of body weight. When this 
dose was given, the intestines, especially the small 
intestine, showed constantly a marked increase of 
motility. The bladder showed little reaction and the 
uterus almost none at all. 

3. On isolated smooth muscle prostigmin had a 
constant stimulating effect. 

4. With a concentration of 1:80,000,000 (and 
sometimes an even greater dilution) the intestinal 
musculature responded with increased activity. The 
small intestine was more sensitive than the large in- 
testine. The paralyzing action of the drug was ob- 
tained at a concentration between 1:3,000,000 and 
1:100,000. 
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5. The uterine musculature was not sensitive. A 
concentration between 1:100,000 and _ 1:1,000,000 
produced stimulation. 

6. The tonus of the bladder musculature was in- 
creased. Concentrations of 1:100,000,000 or even 
less had an evident effect upon it. 

7. The ureter behaved in the same way as the 
bladder, but seemed to be in general less sensitive. 

8. Roentgen studies showed faster emptying of 
the stomach and small intestine. The latter appeared 
to be particularly sensitive to the drug. 

g. In a series of 118 patients, prostigmin con-. 
stantly exerted a favorable effect on intestinal peri- 
stalsis, stimulating good contractions and causing a 
marked expulsion of gas. Spontaneous defecation 
as the sole effect of prostigmin was rare. 

10. Vesical paresis was almost always overcome, 
but often only after repeated injections. 

11. The administration of prostigmin intravenous- 
ly which is the method to be preferred because 
of the constancy and rapidity of its effect, caused 
only slight and transitory disturbances. 

12. The blood pressure remained within the nor- 
mal limits. Occasionally it showed a slight increase 
or decrease, but these changes did not exceed 10 
mm. Hg. A change in the pulse occurred only in 
cases of general malaise and nausea, which developed 
only when the stomach was full, as after a barium 
meal, and the patient was obliged to move. 

13. In cases of heart disease the intravenous 
method is contra-indicated. If the disease is not 
severe, an intramuscular injection is well tolerated. 

14. A dose of 0.5 mgm. in 1.1 c.cm. of vehicle had 
maximum efficiency and did not cause any note- 
worthy disturbance. EvGENE T. Leppy, M.D. 
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PREGNANCY AND ITS COMPLICATIONS 


Robles, C.: Considerations Regarding the Clinical 
Picture of Extra-Uterine Pregnancy (Conside- 
raciones acerca de la clinica del embarazo extra- 
uterino). Rev. de cirug., Hospital Juarez, Mex., 
1935, P- 271. 

This article is based on 21 extra-uterine preg- 
nancies found in 1,038 gynecological operations. 
Robles discusses the symptoms, signs, diagnosis, 
and differential diagnosis of unruptured tubal preg- 
nancy; acute rupture of a tubal pregnancy, encysted, 
non-infected pelvic hematocele; infected hematocele; 
and the sequela of ruptured tubal pregnancy. He 
emphasizes the diversity of the clinical pictures and 
symptoms which are liable to be overlooked, under- 
estimated, or misinterpreted. Amenorrhea loses 
much of its diagnostic importance when it is not 
accompanied by the sympathetic signs and symp- 
toms of pregnancy. 

The condition most difficult to differentiate from 
acute rupture of an ectopic pregnancy is acute 
hemorrhagic pancreatitis. In hematocele the history 
is almost always typical, and minute inquiry is the 
surest method of making the pre-operative diagno- 
sis. Particularly significant symptoms are loss of 
consciousness and, although less frequently noted 
by the patient, sudden enlargement of the abdomen. 
The pseudocysts formed by partial resorption of 
hematoceles are more frequent than is generally 
believed. The differential diagnosis from ovarian 
cyst is usually made only at operation. Even ex- 
perienced surgeons often fail to recognize the nature 
of these formations. M. E. Morse, M.D. 


Portes, L.: Uteroplacental Apoplexy (A propos de 
l’apoplexie utéro-placentaire). Gynéc. et obst., 1935, 
31: 665. 


In 1922, Portes published a thesis on seventy-two 
cases of uterine apoplexy associated with placental 
hemorrhage. In this article he reports twelve addi- 
tional cases. In eleven of the latter hysterectomy 
was done, and in one, a low cesarean operation with- 
out removal of the uterus. 

The uterine lesions in this condition vary in de- 
gree and are distributed irregularly. The extravasa- 
tion of blood is not most marked in the zone of the 
insertion of the placenta; it is found most frequently 
in the region where the broad ligaments have their 
origin. When the lower segment of the uterus is 
involved, the hemorrhagic infiltration usually in- 
vades the base of the broad ligaments where it may 
form hematomas. The lesions are usually confined 
to the serosa, but in some cases the muscle of the 
uterine wall is involved. 

The author has not found any symptom character- 
istic of severe retroplacental hemorrhage. Hemor- 


rhagic infiltration of the uterine wall (apoplexy) does 
not necessarily accompany retroplacental hemor- 
rhage, but is found in the majority of cases requiring 
surgical intervention. The wooden hardness of the 
uterus occurring in retroplacental hemorrhage with- 
out uterine apoplexy is not due to the lesion of the 
uterine wall, but the uterine inertia persisting in this 
condition has been attributed to involvement of the 
musculature. However, the author has found that in 
some cases in which the uterine inertia is absolute 
the hemorrhagic infiltration has not involved the 
muscles, and in cases in which the muscles are in- 
volved the contractility of the uterus is relatively 
well maintained. In some cases in which the uterine 
musculature shows very little hemorrhagic infiltra- 
tion it may be edematous. The edema may affect 
the contractility of the uterus, but it is probable also 
that the uterine musculature is functionally sensitive 
to minor trauma and superficial lesions of the mucosa. 

In uterine apoplexy, vascular lesions may be 
present, but are not always found. In four of the 
author’s twelve cases the pathologist reported the 
walls of the uterine blood vessels entirely normal. 
In other cases sclerosis of various degrees was found, 
but the intima was not involved and there was no 
evidence that rupture of these vessels had caused the 
hemorrhages. The latter were due rather to rupture 
of the capillaries. 

In four of the twelve cases the blood pressure had 
been ascertained prior to the onset of symptoms. In 
two of these it was definitely above normal eight and 
fifteen days respectively before the placental hemor- 
rhage occurred. In one case it was normal twelve 
days before the onset of symptoms, but increased 
definitely in the days before the occurrence of the 
hemorrhage. In the fourth case there was no 
definite rise in the blood pressure. A rise in the blood 
pressure is probably a factor in the occurrence of 
retroplacental hemorrhage, but the cause of the rise 
and just when it occurs cannot be determined. 

As the author has studied chiefly the most severe 
forms of retroplacental hemorrhage associated with 
uterine apoplexy, he favors hysterectomy as a 
method of treatment. In some cases of retroplacental 
hemorrhage delivery may occur spontaneously or 
labor may be induced by rupture of the membranes. 
However, if delivery is followed by secondary hemor- 
rhage, the latter is often a sign of uterine apoplexy 
and hysterectomy is indicated as the uterine inertia 
is complete. If labor does not occur, no attempt 
should be made to extract the fetus through the 
vagina. An abdominal operation is indicated, and in 
most cases hysterectomy is the only procedure that 
will definitely prevent secondary bleeding. In some 
cases in which the uterus has not lost its contractility 
entirely a conservative cesarean operation may be 
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done. While in general it is desirable to preserve the 
uterus, statistics show that women who have had 
retroplacental hemorrhage in one pregnancy are 
seldom successfully delivered of a living child subse- 
quently. Reports of twenty-two cases collected from 
the literature in which the uterus was not removed 
after a retroplacental hemorrhage show that the 
twenty-two women subsequently had sixty preg- 
nancies, but only fifteen of the pregnancies resulted 
in the birth of a living child. It is evident therefore 
that the pathological condition causing retroplacental 
hemorrhage greatly diminishes the motor function 
of the uterus. ALIcE M. MEYERS. 


Riviére, M.: A New Contribution to the Clinica 
Study of Placental Hemorrhages (Nouvelle 
contribution a l'étude clinique des hémorragies 
placentaires). Gynéc. et obst., 1935, 31: 697. 


Riviére reports a study of sixteen cases of placen- 
tal (retroplacental) hemorrhage. In none of them 
were there symptoms of eclampsia. Only one patient 
complained of epigastric pain. None showed edema. 
Albuminuria was not a constant or early symptom. 
In seven cases in which the urine was examined be- 
fore the onset of symptoms, no albumin was found. 
During the period of hemorrhage, but before evacua- 
tion of the uterus, the urine was free from albumin 
in five cases, contained a trace in four cases, and con- 
tained a definite amount in seven cases. Of ten cases 
in which the urine was examined after evacuation of 
the uterus, albuminuria was present in seven. 

While hemorrhage is usually considerable, there 
may be no external bleeding prior to evacuation of 
the uterus, as in eight (50 per cent) of the author’s 
cases. The amount of bleeding at the time of evacu- 
ation of the uterus in the cases reviewed varied con- 
siderably. The one symptom that was characteristic 
in all was wooden hardness of the uterus. Bleeding 
results in the development of symptoms of anemia. 
Symptoms of toxemia develop late and often reach 
their maximum at the time of the retraction of the 
uterus. The toxemia is evidently the result, rather 
than the cause of the hemorrhage. 

In half of the reviewed cases labor had not begun 
at the time the placental hemorrhage occurred. In 
six cases in which labor had begun the membranes 
were ruptured artificially and morphine was given. 
In one case the fetus was delivered with forceps. In 
nine cases the treatment was surgical. There were 
four deaths within a few hours after delivery. In 
one of the fatal cases a cesarean operation followed 
by hysterectomy was done. In the three others a 
conservative cesarean operation was performed. Of 
the five cases in which the patient recovered after 
operation, a conservative cesarean operation was 
done in one, a cesarean operation followed by hyster- 
ectomy in two, and a hysterectomy en bloc in two. 
Only two children were born alive, and these died 
shortly after delivery. 

In the nine surgically treated cases in which the 
condition of the uterus was ascertained, the lesions 
in the uterine wall varied greatly in degree and ex- 
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tent. In one case the uterus showed massive infil- 
tration and in others less marked infiltration and 
ecchymoses. In two it showed no lesion. One of the 
patients with no uterine lesions died and the other 
was in a serious condition for several hours after the 
operation, while the patient with the massive infil- 
tration made a good recovery without severe symp- 
toms of toxemia. The severity of the symptoms 
therefore showed no relation to the extent of the 
uterine lesion. 

The prognosis of retroplacental hemorrhage de- 
pends primarily upon the promptness with which the 
utefus is evacuated. The author believes that cases 

en early are treated best by rupture of the mem- 
branes and the administration of morphine, and cases 
seen late by hysterectomy en bloc. In cases seen 
early in which rapid delivery by the natural route 
is impossible, the conservative cesarean operation is 
indicated. ALicE M. MEYERS. 


Zocchi, S., and Robecchi, E.: A Roentgenological 
Study of the Topographic and Functional 
Changes in the Esophagus and Stomach During 
the Late Stages of Pregnancy (Studio radio- 
logico delle modificazioni topografiche e funzionali 
dell’ esofago e dello stomaco nelle gravidanza a 
termine). Ginecologia, 1935, 1: 272. 

In the studies reported the authors used both a 
roentgenographic and an orthodiagraphic technique 
because of the distortion of the body produced by 
the pregnant uterus. Their findings are summarized 
as follows: 

1. The shape and position of the esophagus were 
the same as in non-pregnant women. 

2. Moderate atony of the esophagus was demon- 
strated by the opaque meal or, better, by opaque 
capsules of varying diameter. While this was not 
sufficient to produce marked motor insufficiency, it 
caused definite functional changes. 

3. Two types of stomach were observed—the 
“cow’s horn” type and the “‘reversed L” type. In 
one variety of the latter the caudal portion was dis- 
placed in the anteroposterior plane. This was shown 
best in the lateral projection. 

4. Small amounts of the opaque meal taken suc- 
cessively revealed a decrease in the tone of the 
stomach. 

5. The peristaltic waves, even though quite vari- 
able, were always more accentuated than in the 
absence of pregnancy and were in direct relationship 
to the shape of the organ. 

6. The emptying time of the stomach varied from 
fifty minutes in the cases of “‘cow’s horn” stomach to 
one and three-tenths hours in the cases of ‘reversed 
L” stomach and those in which the upper end of the 
stomach was displaced. Evucrne T. Leppy, M.D. 


Caffaratto, T. M., and Pesce, C.: Hemolysis During 
Pregnancy (Sulla emolisi in gravidanza). Ginecologia, 
1935, 1: 380. 

The authors state that there are still many prob- 
lems to be solved with regard to the anemias of 
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pregnancy. One of the methods of investigation 
which has yielded much valuable information is the 
study of the resistance of the red blood cells, a 
method which, after a survey of the literature, the 
authors decided to use in the study they report in 
this article. The tests they selected were those of 
Viola and Simmel in which the erythrocytes are 
hemolyzed in varying dilutions of saline solution. 
Their studies were made on twenty normal non- 
pregnant women, twenty women in the second to 
eighth months of normal pregnancy, twenty-four 
women in either the ninth month of a normal preg- 
nancy or the early days of a normal puerperium, and 
twenty-five women with a pathological pregnancy 
and puerperium. 

The findings of their studies are presented in four 
tables. They indicate that in normal pregnancy 
from the second to about the sixth month the re- 
sistance of the cells is generally increased, but the 
maximum resistance is not markedly changed. At 
about the sixth month there is a drop in the minimum 
and mean resistance which persists for the next two 
months, but the maximum resistance is unchanged. 
In the ninth month the minimum resistance is quite 
variable, but the mean resistance is decreased and 
the maximum resistance is not greatly changed. 

In the pregnant women who had a complicating 
condition such as tuberculosis, diabetes, albuminuria, 
or pernicious anemia, the resistance of the erythro- 
cytes varied, but in general was diminished. 

The authors discuss the réle of the various factors 
which may influence the resistance of the red blood 
cells. EvuceEne T. Leppy, M.D. 


Zocchi, S.: Cova’s Tender Costolumbar Point in 
Pyelitis of Pregnancy (Il punto doloroso costo- 
lombare del Cova nella pielite gravidica). Gine- 
cologia, 1935, 1: 417. 

For the diagnosis of pyelitis of pregnancy several 
points of tenderness have been described by various 
investigators. One group has stressed the diagnostic 
value of tenderness on pressure over McBurney’s 
point, but in some cases this sign is absent and in 
many of those in which it is present the pyelitis is 
confused with appendicitis or some other condition. 

Another group of investigators have called atten- 
tion to the fact that in cases of pyelitis pain may be 
elicited by exerting pressure through the vaginal 
route over the point where the ureter opens into the 
bladder. 

Others have stressed the diagnostic value of gen- 
eral pain over the region of the kidneys and of 
tenderness on pressure over the last rib or over the 
quadratus lumborum. 

However, none of these signs is constant and all 
of them are vague. 

In 1925, Cova, in re-investigating the problem, 
discovered a small and well-localized area which 
was not spontaneously painful but on slight palpa- 
tion with the tip of the finger was found to be the 
site of intense pain which caused the patient to jerk 
and withdraw the back. 
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This point corresponded to the angle formed by 
the external margin of the quadratus lumborum 
with the last rib. Cova stated that this sign was 
sufficiently constant and characteristic to establish 
the diagnosis of pyelitis of pregnancy. 

In a study of twenty-one cases Zocchi found that 
Cova’s costolumbar tenderness was the most con- 
stant and reliable sign. It occurred in 95 per cent 
of the cases. 

In a study of the problem from the anatomical 
and pathological points of view it was found that 
with the increasing urinary stasis which usually 
accompanies pyelitis, presumably the intrarenal 
portion of the pelvis becomes distended and any 
pressure applied at the costolumbar angle is trans- 


‘mitted through the interposed tissue exactly to the 


intrarenal part of the renal pelvis or at least to a 
good portion of it. This explains the intense pain. 
Roentgen examination showed that Cova’s point 
corresponded to the extreme inferior portion of the 
renal pelvis. Ricuarp E. Soma. 


Valle, G.: On the Functional Capacity of the Liver 
in the Toxemias of Pregnancy and Their 
Sequelz and on the Obstetrical Use of Recent 
Methods of Testing of Hepatic Function (Sulla 
capacité di lavoro del fegato nelle tossicosi gravi- 
diche, sui reliquati di queste e sulla utilizzazione 
nel campo ostetrico di recenti metodi di esplorazione 
funzionale). Ginecologia, 1935, 1: 435. 


In an investigation of the physiopathological con- 
ditions of the various toxemias of pregnancy, Valle 
studied a number of methods for testing the func- 
tional capacity of the liver. These included the 
levulose test, the van den Bergh reaction, the de- 
termination of urobilin and acetone bodies in the 
urine, the Takata-Ara reaction, and the determina- 
tion of the albumin-globulin ratio of the serum. He 
found that the last two yielded contradictory results, 
but that the others are of value in demonstrating 
the multiple aspects of the hepatic disturbances 
accompanying the toxemias of pregnancy. 

Physiopathologically it appears that these toxemias 
are accompanied by a partial impairment of hepatic 
function rather than by a complete hepatic insuffi- 
ciency except perhaps in eclampsia in which hepatic 
insufficiency is nearly complete. 

The levulose test was found positive in all cases of 
pregnancy toxemia coming under the author's 
observation. It appears, therefore, that the inter- 
mediary carbohydrate metabolism is always dis- 
turbed in these cases. It is possible, however, that 
in some of them the test is rendered positive also by 
a lowering of the renal threshold. The decrease in 
carbohydrate utilization explains the excellent re- 
sults obtained with insulin in the treatment of cer- 
tain toxemias of pregnancy. 

Specifically it may be said that in eclampsia the 
functional capacity of the liver is very seriously 
impaired. 

The complex group of the nephropathies of preg- 
nancy (Leyden) may be subdivided physiopatho- 
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logically as well as clinically into two sub-groups 
depending upon whether or not there is impairment 
of liver function. Positive cases show early a 
bilirubinemia and usually end in true eclampsia. 

In cases of hyperemesis, even if this condition is 
associated with retroversion of the uterus, hepatic 
insufficiency with respect to carbohydrate metabo- 
lism and often also with respect to the metabolism of 
biliary pigments and perhaps fats may be demon- 
strated. 

In toxic jaundice of pregnancy, so far as the author 
could learn from the observation of only one case, the 
liver is not capable of metabolizing the carbohydrates 
and the biliary pigments completely, yet the hepato- 
cellular lesions are slight and the functional capacity 
of the organ is restored to the normal within the 
first few days of the puerperium. 

Some of the toxemias leave the liver in a badly 
damaged condition. This is true particularly in 
eclampsia in which the hepatocellular lesions persist 
for an indefinite period following termination of the 
pregnancy. 

The nephropathies of pregnancy are less apt to 
cause late symptoms referable to hepatic insuffi- 
ciency. 

In hyperemesis and other minor toxemic syn- 
dromes the hepatocellular lesions are usually slight 
and the normal function of the liver is rapidly 
restored. Ricwarp E. Soma. 


LABOR AND ITS COMPLICATIONS 


Holtermann, C.: Failures in Operative Obstetrics 
in Home Practice and Their Treatment (Miss- 
lungene operative Geburtshilfe in der haeuslichen 
Praxis und ihre klinische Behandlung). Arch. f. 
Gynaek., 1934, 158: 222. 


In approximately 25,000 deliveries in a period of 
ten years there were 88 unsuccessful attempts at 
operative delivery. The incidence of the latter was 
therefore 0.35 per cent. More than half of the un- 
successful operative deliveries were attempts at for- 
ceps delivery. Of the latter, 85 per cent were at- 
tempts at high forceps delivery; 25 per cent, at- 
tempts at version; and the remainder, attempts at 
extraction. Two-thirds of the women were multip- 
aras. The maternal mortality was very high, being 
g.1 per cent. In 4o per cent of the cases the puer- 
perium was febrile. The infants also were very un- 
favorably affected. Of those which were viable at 
the time the operation was attempted, only 43.2 
per cent survived. Of those which were brought to 
the clinic, 72.9 per cent were saved. 

In many cases the failure of the operation was due 
to failure to follow the simplest rules of operative 
obstetrics (in one-fifth of the cases in which the high 
forceps were used there was not the slightest indica- 
tion for the operation), failure to recognize compli- 
cations of labor, and too great faith in the possi- 
bility of vaginal delivery. In others it was due to 
incorrect operative technique and unfavorable ex- 
ternal conditions. 


OBSTETRICS 


361 


With regard to the clinical management of cases 
without operation the author states that the interests 
of the mother should always be given first considera- 
tion as the child is not infrequently severely injured 
by the attempts at delivery. Even when the heart 
tones are good, there may be a fatal cranial injury, 
as was demonstrated in a case in which cesarean 
section was done. Spontaneous delivery should not 
be awaited routinely longer than six hours. If it 
does not occur within that length of time, termina- 
tion of the labor as soon as the prerequisites are met 
is advisable. Careful observation of the course of 
labor gives the best results. 

(Frommott). Leo A. JunNKE, M.D. 


Brown, R. C.: The Treatment of Obstetrical Dis- 
proportion. Brit. M. J., 1935, 1: 1251. 


The author states that cases of gross dispropor- 
tion can be recognized solely by the recognition of 
gross contraction of the pelvis. 

In cases in which minor disproportion is thought 
to be present the outcome of labor is uncertain and 
a decision can be made only after labor is in progress. 

Pelvic measurements are not unimportant, but 
must be considered in conjunction with all other 
factors before a prognosis is possible. 

A vaginal examination should be made in every 
case during pregnancy. 

Induction of premature labor for disproportion 
has no place in the delivery of a primipara. Induc- 
tion of premature labor is a useful method in the 
delivery of a multipara when a record of former 
labor has been kept and can be used as a guide as 
to the ability of the patient to deliver herself. 

The patient’s capacity for delivery can be esti- 
mated from a trial of labor. It cannot be determined 
during pregnancy. 

When induction of premature labor is practised 
in the case of the primipara it may be done un- 
necessarily and there is little to prevent the obste- 
trician from repeating this error in the patient’s 
future pregnancies. Rotanp S. Cron, M.D. 


Motta, G.: The Mechanism and Management of 
Brow Presentation (Sul meccanismo e sulla assis- 
tenza del parto nella presentazione di fronte). 
Arch. di ostet. e ginec., 1935, 42: 203. 


According to the more recent statistics, the inci- 
dence of operative intervention in cases of brow 
presentation ranges from 51.5 per cent (Khreninger- 
Guggenberger) to 78.82 per cent (Cholmogoroff). 
According to earlier statistics, the gross infant 
mortality in cases of spontaneous delivery and cases 
of operative delivery considered together ranged 
from 25.4 per cent (Sjévall) to 46.5 per cent (Chol- 
mogoroff). The more recent statistics of Stiglbauer 
show an infant mortality of 17.4 per cent in cases of 
spontaneous delivery and of 37.5 per cent in cases 
of operative delivery. The corresponding percentages 
reported by Khreninger-Guggenberger are 21 and 31. 

According to the old statistics of Heinricius, the 
maternal mortality was 17 per cent, and according 
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to those of Long, it was ro per cent. In the cases 
reviewed by von Franqué it was 6.14 per cent. 
According to recent statistics of Stiglbauer, Khren- 
inger-Guggenberger, Alfieri, Guicciardi, and Vicar- 
elli, it has been reduced almost to zero. 

From the study of the mechanism in these cases 
the author concludes that the most typical and 
most favorable diameter for engagement in brow 
presentation is the transverse; that engagement 
occurs as the result of compression of the fetal head 
and not as the result of the substitution of a smaller 
diameter by alternate flexion and deflexion as 
Pollosson states; that expulsion is facilitated by 
rotation of the nose anteriorly toward the sym- 
physis; and that dystocia is due, not to failure of 
rotation, but to difficulty of engagement. 

The author outlines the treatment as follows: 

1. Cesarean section should be done in cases of 
even moderate pelvic contraction. 

2. Podalic version should be done in the cases of 
multiparas. 

3. In the cases of primiparas expectant treatment 
is indicated regardless of the position of the head. 

4. When the use of forceps is indicated no 
attempt at rotation should be made until engage- 
ment has taken place. 

5. When forceps extraction is attended with 
serious difficulty, low cervical cesarean section is 
the procedure of choice unless it is contra-indicated 
by sepsis. When sepsis is present, failure of forceps 
calls for craniotomy even if the fetus is living. 

6. When the fetus is dead, craniotomy should 
always be done. GerorcE C., Frnora, M.D. 


Keller, R.: A Consideration of Cephalic Presenta- 
tion in the Occiputsacral Position at the Level 
of the Superior Strait (Considérations sur la 
présentation du sommet en position occipito-sacrée 
au niveau du détroit supérieur). Gynécologie, 1935, 
34: 221. 


The author calls attention to a cephalic position 
which is rare—a position in which the fetal head 
enters the superior strait with the occiput directed 
anteriorly so that the sagittal suture occupies the 
anteroposterior diameter of the inlet. This position 
has nothing in common with the ordinary posterior 
position in which the head eventually rotates so 
that, after completion of the internal rotation, the 
sagittal suture lies in the anteroposterior diameter 
with the head resting on or near the perineum. The 
position described persists from the very onset of 
labor. According to recent statistics, its occurrence 
is more frequent than had been commonly supposed, 
but in most instances it is not recognized at the on- 
set of labor. 

This position is due, not to a single cause, but to 
an association of causes. The outstanding factor is 
contraction of the maternal pelvis, particularly of 
the type with transverse contraction in which en- 
gagement is possible only in the anteroposterior 
diameter. The described position is favored also in 
pelves with contraction of other types, namely, infan- 
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tile pelves with high sacral promontories, kyphotic 
pelves, pelves of the male type, and round pelves, 
i.e., those with transverse and anteroposterior 
diameters of approximately equal length. 

Another predisposing factor is the shape of the 
fetal head. The two types of fetal heads responsible 
are the head with flattening of the cranial vault and 
the hypsicephalic head. The first type requires pro- 
nounced flexion, whereas the second type requires 
only moderate flexion to permit engagement at the 
superior strait. At the onset of labor these heads are 
very round. 

The author is of the opinion that the back, con- 
sidered by some to be a causative factor, plays little 
or no part in the production of this position except 
when the neck is unusually short. 

While it is possible for spontaneous delivery to 
take place in this condition, operative delivery or 
cesarean section may be indicated. In cases of 
spontaneous delivery the head descends with the 
sagittal suture in the anteroposterior diameter 
throughout labor. In some cases the head has been 
observed to pivot slightly so that the saggital suture 
lies in first one and then the other oblique diameter. 
In other cases the head has been observed to pivot so 
as to lie momentarily in the transverse diameter. 

When delivery is attempted with forceps, traction 
should be principally downward. However, in some 
instances extraction may be facilitated by rotation 
into one or the other oblique. Each case must be 
managed individually according to the circum- 
stances present. Before cesarean section is con- 
sidered an adequate test of labor should be made. 


The author reports three cases. 
Harotp C. Mack, M.D. 


Lane-Roberts, C. S.: The Use and Abuse of Forceps 
in Midwifery. Practitioner, 1935, 134: 731. 


With the newer forms of anesthesia and analgesia 
employed in lying-in hospitals, the use of forceps for 
delivery will probably increase. The midwife forceps 
are employed far more frequently than they should 
be and often far earlier in labor than is safe for either 
mother or child, as shown by the “failed forceps” 
records in emergency cases admitted from time to 
time to the larger maternity hospitals. 

The straight and low type of forceps delivery in 
which the head is merely levered over the perineum 
is very different from curved and midpelvic type of 
instrumental delivery. 

The use of forceps may sometimes be avoided by: 

1. Placing the mother on her back with her thighs 
flexed on the abdomen and instructing her how prop- 
erly to work with her pains. 

2. Proper selection of the analgesic or anesthetic. 
Sometimes a rectal injection of 30 gr. of chloral hy- 
drate and 5 gr. of quinine hydrochloride may favor 
the progress of labor. In the cases of nervous women 
the rectal administration of paraldehyde may render 
forceps delivery unnecessary. Nitrous oxide oxygen 
anesthesia plus instruction of the patient as how to 
bear down will sometimes prove successful. Other 
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sedatives such as avertin and nembutal are also 
being tried. 

3. Methods to improve the flagging uterine forces. 
Probably the best of these is the administration of 
1; c. cm. of thymophysin followed, if necessary, by 
an additional % c. cm. after three-quarters of an 
hour, or the administration of 2 units of pituitrin or 
pitocin with, when necessary, repetition of the same 
dose after from thirty to fifty minutes. In using 
these drugs the obstetrician must be sure that there 
is no gross disproportion and no mechanical bar to 
delivery. 

4. Smoothing out of the vagina and vulva with 
ether soap. This will sometimes improve the char- 
acter of the pains. It should be done gently and 
slowly. 

In cases of unreduced occiput-posterior position 
a thorough examination should be made under anes- 
thesia and then either a manual or forceps rotation 
should be done. Care should be taken to be sure 
that the forceps are not applied over the forehead 
and occiput as such application will result in a ten- 
torial tear with hemorrhage. In any manual or for- 
ceps rotation the fetal heart should be carefully 
watched for signs of fetal distress. 

In discussing the indications for the use of forceps 
the author expresses the opinion that the fear of 
childbirth is increasing because of the publication of 
figures of puerperal morbidity and mortality in the 
newspapers. Future mothers can be encouraged by 
the promise of anesthetics and analgesics in labor. 
Fear breeds inertia, and inertia often necessitates 
manipulative interference. 

Forceps are applied least frequently by midwives 
and most frequently by general practitioners. Mid- 
way between the two are the maternity hospitals. 
Before forceps are applied everything possible must 
be done to decrease fear and pain and to increase the 
expulsive force by safe methods. 

Cases of delayed labor in which these measures 
fail may be divided into two groups—those of true 
inertia, in which the pains are feeble, and those in 
which progress is hindered by some mechanical dif- 
ficulty. 

If a sufficient quantity of sedatives is given with- 
out great concern for the ultimate welfare of the 
baby, most women with a “rigid cervix’’ and inertia 
will eventually deliver themselves. In cases of un- 
rotated occiput-posterior head and a half dilated 
cervix much harm may be done by an unsuccessful 
attempt at forceps delivery. 

STANLEY C. Hatt, M.D. 


MISCELLANEOUS 


Holland, E.: Maternal Mortality. Lancet, 1935, 228: 
973- 


The author discusses chiefly the maternal mortal- 
ity in Great Britain. He compares the Newman 
Report on maternal mortality in Great Britain, 
which was compiled by a government agency, with 
the report of the New York Academy of Medicine 
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on the maternal mortality in New York City. There 
are many points of similarity in the two reports. 
According to both, the chief blame for a high mater- 
nal mortality lies with the obstetrical personnel of 
the area studied. 

Holland states that care should be taken to avoid 
attaching too much significance to the increase in 
maternal mortality indicated by statistics, as there 
is now a closer scrutiny of maternal deaths and many 
of those formerly attributed to associated disease 
have been found due to poor obstetrical judgment or 
care. He believes that the mortality from abortion 
should be separated from the usual maternal mortal- 
ity as the prevention of the former is entirely 
different from the prevention of the latter. 

Factors which have been of importance in the 
increase in maternal mortality in the last fifteen to 
twenty years are: (1) the frequent use of anesthetics 
and analgesics, (2) the growth of small institutions 
where obstetricians without sufficient training at- 
tempt difficult obstetrical procedures, (3) improper 
antenatal care leading to unnecessary interference, 
(4) interférence with normal pregnancy or labor 
because of a desire on the part of the patient or 
physician, and (5) higher evaluation of the life of 
the infant because of the present-day limitation of 
the number of pregnancies. 

In discussing the lowering of the maternal mortal- 
ity, Holland considers two aspects—one, the lower- 
ing of the rate in the “black” areas, and the other the 
lowering of the rate in the “favorable” areas. He 
cites an instance in which great progress was made 
in the former without a change of personnel. He 
states that lowering of the present lowest mortality 
rate will require increased training and a new ob- 
stetrical tradition as well as the development of an 
obstetrical conscience on the part of the individual 
physician. He concludes his article with a query as 
to the advisability of making maternity service a 
national service under centralized direction. 

Henry S. ACKEN, Jr., M.D. 


Merletti, C.: The Indications for, and the Tech- 
nique of, Hypodermic Injections of Oxygen in 
Obstetrics (Impiego e tecnica delle iniezioni d’ossigene 
per via ipodermica in ostetricia). Clin. ostet., 1935, 37: 
290. 

Merletti points out the advantages of administer- 
ing oxygen subcutaneously in cases of anoxemia in 
which it is difficult or impossible to give oxygen by 
inhalation. Several devices have been constructed 
for the hypodermic administration of oxygen, but 
most of them are too complicated or too expensive 
for general use. The author describes and presents 
a photograph of a handy, inexpensive, and simple 
apparatus which he has used with very satisfactory 
results. 

At a pressure of 50 c.cm. this device delivers 1 
liter of gas in five minutes. By means of it the 
author has administered as much as 2,000 c.cm. of 
oxygen in one day. He has used the apparatus with 
satisfactory results in cases of asphyxia of the 
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Apparatus for the hypodermic administration of 
oxygen. 1. Flexible rubber tubing attached directly 
to the outlet valve of the oxygen tank. 2. Stopcock. 
3. Glass tube filled with absorbent cotton. 4. Glass 
Y tube. 5. Manometer calibrated from o to 80 cm. 
of water. 6. Hypodermic needle. 


mother and newborn infant, eclampsia, surgical 
shock, postpartum collapse, severe infections, and 
hemorrhage. EvcEeneE T. Leppy, M.D. 


\/Brindeau, A., Hinglais, H., and Hinglais, M.: A 
New Method Permitting the Early Diagnosis 
of Malignant Chorionepithelioma After the 
Evacuation of a Mole (Nouvelle méthode per- 
mettant le diagnostic précoce du chorio-épitheliome 
malin aprés évacuation d’une mole). Presse méd., 
Paris, 1935, 43: 1017. 


Hydatidiform mole results from a pathological 
proliferation of the chorionic tissue of the fertilized 
ovum, and chorionepithelioma may result from 
malignant degeneration of a hydatidiform mole. It 
is obvious that early diagnosis of such malignant 
degeneration is of the greatest importance. 

The authors describe a method of early diagnosis 
which is based on the fact that in chorionepithelioma 
there is an abundant production of Prolan B. Ina 
systematic study of the amount of Prolan B in the 
blood serum of twenty-seven women who had evacu- 
ated moles and were followed up for a number of 
weeks after the evacuation, they found evidences of 
malignancy in 4 cases. 

The amount of Prolan B secreted is in direct rela- 
tion to the number and vitality of the chorionic 
elements present. Prolan B can be titrated rapidly 
and accurately by a technique which the authors 
have described in a previous article. A series of 
titrations are made for a period of ten or twelve 
weeks after evacuation of the mole. If the patient 
is progressing toward recovery the Prolan B pro- 
gressively decreases and after a varying period of 
time reaches zero. As a rule the fall is at first rapid 
and then slow. A sudden rise in the descending 
curve is a sign of beginning malignant degeneration 
and indicates immediate operation. It is the form 
of the curve and not the amount of hormone that 
determines the diagnosis. A diagnosis of beginning 
malignancy can be made in this way within a few 
weeks after the evacuation of a mole. In the au- 
thors’ four cases the positive results were verified 
histologically. The authors have never seen the 
hormone re-appear after it has once disappeared 
completely. They emphasize the importance of a 
careful technique in carrying out the titrations. 

AuprEY Goss MorcGan, M.D. 
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Bernardini, R., and Caltabiano, D.: Changes in the 
Sugar Content of the Blood Following Uni- 
lateral and Bilateral Denervation of the Supra- 
renal Glands (Modificazioni del tasso glicemico in 
seguito alla denervazione unilaterale e bilaterale dei 
surreni). Amn. ital. di chir., 1935, 14: 141. 


The importance of epinephrine in carbohydrate 
metabolism is well known. The regulation of the 
output of epinephrine is determined principally by 
the stimuli reaching the suprarenal glands from the 
sympathetic nerve centers. The authors briefly re- 
view the literature on the influence of the sympa- 
thetic nerves on the function of the suprarenal 
glands, the relationship between the function of the 
pancreas and the suprarenals, and the effect of 
denervation of the suprarenals on carbohydrate 
metabolism. 

In experiments on rabbits they found that uni- 
lateral suprarenal denervation caused an appreciable 
diminution, and bilateral denervation performed in 
2 stages produced a constant and progressive diminu- 
tion, in the blood sugar. On the basis of 100 repre- 
senting the normal, the values averaged 86 after the 
unilateral operation and 76 after the bilateral opera- 
tion. They conclude that such an effect favors the 
pancreatic island system and might prove of value 
in diabetes mellitus. A. Louts Rost, M.D. 


Craciun, E. C., and Zanne, D.: Experimental 
Studies of Hydronephrosis (Contributions ex- 
périmentales a l’étude des hydronéphroses). Ann. 
d’anat. path., 1935, 12: 643. 

The authors report experiments on rabbits and 
dogs with regard to the development of hydrone- 
phrosis following complete or partial ligation of the 
ureter. Complete ligation was done in the rabbits 
and partial ligation in the dogs. As a rule the liga- 
tion was followed by an increase in the size of the 
kidney due not only to stasis in the pelvis and the 
tubules, but also to an interstitial edema, which was 
always present in the first three days, and to inter- 
stitial and subcapsular hemorrhagic suffusions. Sub- 
sequently the massive dilatation of the calyces 
caused laceration of the columns of Bertin, one of 
the important factors in the development of hydro- 
nephrosis. 

However, hydronephrosis did not result unless the 
kidney continued to secrete urine, and renal secre- 
tion does not occur unless the pelvis is drained by 
the normal route or by abnormal routes. Roent- 
genographic and histological studies after injection 
of the pelvis with dyes showed that in the first few 
days after obstruction of the ureter drainage occurs 
through the pores of the collecting tubules or by 
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reflux into the renal sinus, the renal tissue, or the 
blood vessels. The most important of these routes 
is the vascular. This vascular reflux is almost en- 
tirely venous. It is lymphatic only to a slight de- 
gree. In the experimental animals the veins were 
always greatly dilated and contained the dye 
material. 

As the formation of the hydronephrosis progresses, 
the renal papille are flattened and distorted and the 
collecting tubules become dilated with distortion of 
the convoluted tubules. Finally, the greater part of 
the renal parenchyma may be destroyed. In a few 
of the experimental animals, especially in dogs, 
atrophy of the kidney rather than hydronephrosis 
resulted from obstruction of the ureter. 

ALICE M. MEYERS. 


Pozzan, A.: The Histological and Functional Pro- 
cess of Repair of the Kidney Following Tempo- 
rary Uronephrosis (Il processo istofunzionale di 
riparazione del rene nell’ uronefrosi temporanea). 
Arch. ital. di urol., 1935, 12: 475. 


Pozzan reports a study he made of the process of 
repair in the kidney after the production of tempo- 
rary urinary stasis was produced by blocking of the 
ureter. This process is a subject of controversy be- 
cause the effect of intercurrent infection on the 
reparative process is still disputed, some urologists 
holding that infection nullifies the likelihood of 
restoration of normal function while others claim 
that infection only limits function. It is therefore 
impossible clinically to make an accurate prognosis 
of kidney function after uronephrosis. The problem 
is difficult to solve experimentally because the same 
procedure frequently leads to different results in 
different types of animals and it is difficult to select 
the right kind of animal for experimental investiga- 
tion. 

On the basis of the literature and his own investi- 
gations, Pozzan selected female dogs for his studies. 
He produced ureteral block by the method of Kairis. 
The bladder was opened in the midline and washed 
out with a 3 per cent solution of potassium perman- 
ganate. The ureters were then identified and into 
one were inserted a few sterile lead shot and a cylin- 
der of metal 3 cm. long and of the same caliber as the 
ureter. The cylinder was pushed beyond the intra- 
mural portion of the ureter and anchored in place 
with a silk stitch. The vesical end was closed by a 
pursestring suture. After the operation the position 
of the shot was checked up roentgenographically. 
If the shot and the cylinder were in the bladder there 
was no ureteral block and therefore no urinary stasis. 
By this technique, injury of the ureteral wall was 
avoided and the duration of the uronephrosis could 
be accurately determined roentgenographically. 


| 

t 

t 

if 
if 
c 
y 
of 
e 
it 
)- 
of 
id 
ig 
m 
at 
ng 
u- 
ed 
he 
ed 
a 

| 


366 


Of the twenty-six dogs treated in this manner, 
three died of peritonitis, ten eliminated the block 
from three to six days after the operation, seven 
eliminated it between the seventh and tenth days, 
and in the cases of the others the tube was removed 
operatively after twenty days. Pyelography and 
chromocystoscopy were carried out with abrodil and 
lithiocarmine respectively in half the strength used 
in clinical cases. Detailed anatomical and histo- 
logical studies were then made on the sacrificed 
animals. 

When the urinary stasis so produced did not last 
more than twelve days it caused both gross and 
microscopic changes in the kidney, some of which 
(an increase in the size and weight of the organ, 
dilatation of Bowman’s capsule, narrowing of the 
vascular loops, an increase in the diameter of the 
tubules with degeneration of their epithelium, 
edema, and the interstitial exudation of lympho- 
cytes) were transitory, and others (a decrease in the 
size and weight of the organ after several months, 
dilatation of the calyces, pelvis, and ureter, hyper- 
plasia of the interstitial connective tissue) were more 
persistent but non-progressive. When the urinary 
stasis lasted six days, the latter did not prevent per- 
fect restoration of the ability of the kidney to elimi- 
nate abrodil by the end of two weeks and to elimi- 
nate indigocarmine by the end of two months. When 
the block lasted twelve days the elimination of 
abrodil did not become normal until after a period 
of thirty days and the elimination of indigocarmine 
did not become normal until after one hundred 
days. 

Following urinary stasis of twenty days’ duration 
the kidney did not recover—not even temporarily— 
its normal anatomical and functional characteristics. 
The renal parenchyma underwent progressive at- 
rophy and sclerosis, and after a few months the 
kidney lost all its filtering and secretory power. 

The article is illustrated with numerous photo- 
graphs and photomicrographs of the typical changes 
observed. EvucEneE T. Leppy, M.D. 


Franceschi, E.: Renal Tuberculoma and Fseu- 
doneoplastic Renal Tuberculosis (Tuberculoma 
renale e tubercolosi renale pseudo-neoplastica). Clin. 
chir., 1935, 11: 215. 

The author reports two cases of renal tuberculosis 
in which there was hematuria of a neoplastic char- 
acter and the pyelograms suggested the presence of 
a renal tumor. In one case operation revealed a 
large tuberculous kidney with ulceration of the 
papilla, pyelitis, and peripyelitis, and in the other, a 
single tuberculous nodule which macroscopically 
resembled a tumor. In one case the diagnosis was 
made before the operation from the finding of 
tubercle bacilli in the urine. In the other it was 
— when the kidney was examined microscopi- 
cally. 

The author discusses the nodular form of renal 
tuberculosis which he calls ‘‘renal tuberculoma.” 

Peter A. Rost, M.D. 


INTERNATIONAL ABSTRACT OF SURGERY 


Priestley, J. T., and Broders, A. C.: Wilms’ Tumor: 
A Clinical and Pathological Study. J. Urol. 
1935, 33: 544. 

Priestley and Broders review sixty-five cases of 
Wilms’ tumor observed at the Mayo Clinic. Thirty - 
seven of the patients, who were in advanced stages 
of the disease when first examined, were given only 
irradiation or symptomatic treatment. The remain- 
ing twenty-eight were treated surgically. In twenty 
cases nephrectomy was done. Forty-four of the 
sixty-five patients were followed to the present time. 

It is the authors’ opinion that the proper treat- 
ment of these tumors should include both irradiation 
and surgical removal. Although in one of the cases 
reviewed the patient has lived for thirteen and a half 
years following nephrectomy without  supple- 
mentary irradiation, the remarkable immediate 
effect of roentgen therapy on highly malignant 
tumors of the type discussed renders this form of 
treatment a valuable adjunct to surgery. 

Radium and deep roentgen therapy have been 
used, and sometimes both in the same case. Today, 
deep roentgen therapy is usually employed at the 
Clinic. At least one course of treatment should be 
given pre-operatively, and sometimes a_ second 
series is indicated. The dose is regulated by the 
amount of exposure which will be tolerated and by 
the therapeutic response as manifested by a decrease 
in the size of the tumor. The optimal time for 
operation is when the maximal therapeutic response 
is obtained prior to a secondary increase in the size of 
the tumor. The length of time required for pre- 
operative irradiation and the desired diminution in 
the size of the mass commonly varies from three to 
six weeks. In some cases it seems desirable to give 
pre-operative irradiation over the thorax and abdo- 
men in addition to direct treatment of the mass. 

At the time of operation a large rubber tube may 
be left for the direct insertion of radium into the 
wound in the immediate postoperative period. Un- 
less radium is used in very large doses, its effect, 
when it is employed in this manner, is purely local 
and extends only a centimeter or two in each direc- 
tion. This method of irradiation is probably most 
effective when there is a definite area of involved 
tissue which cannot be removed surgically. Radium 
should not be used in this manner to the exclusion 
of postoperative roentgen therapy. 

Another course of roentgen therapy should be 
administered during the early postoperative period, 
and further courses of treatment should be given 
subsequently. The authors believe that in the past 
they have been too prone to use further treatments 
with roentgen rays only if metastasis or local recur- 
rence became evident. It seems advisable to irradi- 
ate again every six to eight weeks for at least five or 
six months following operation, even if there is no 
evidence of recurrence. The authors state that, in 
the past, one of the main errors in their use of irradia- 
tion in these cases was inadequate dosage. 

The general principles in the surgical removal of 
Wilms’ tumors are similar to those in the extirpation 
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of any malignant renal tumor. Care should be taken 
to remove as much of the perirenal fatty tissue as 
possible as this may be involved by the neoplasm. 
The surgeon should feel for extension along the renal 
pedicle or retroperitoneal lymph nodes and remove 
all involved portions if possible. If a few involved 
lymph nodes must be left, it may be advantageous 
to place a large rubber tube in this region for the 
direct insertion of radium. In some cases, removal 
of these tumors may be rather difficult and care must 
be exercised to avoid injury to the diaphragm, retro- 
peritoneal duodenum, vena cava, and other impor- 
tant structures. It is necessary to remove only a 
moderate length of ureter. Of the sixty-five cases 
reviewed, nephrectomy was performed in only 
twenty. The operability was therefore about 30 
per cent. 

Of the forty-four patients who have been traced 
up to the present time, forty are known to be dead. 
No patient treated by irradiation alone is known to 
be living. Of the twenty patients subjected to 
nephrectomy, fifteen are dead, four are living, and 
one cannot be traced. Of the four patients who sur- 
vived nephrectomy, only two have survived for any 
appreciable length of time (thirteen and two-tenths 
years and three and two-tenths years, respectively). 
The two others were operated on too recently (six 
months ago) to permit conclusions regarding the 
final result. 


Taylor, W. N.: Papillary Epithelioma of the Renal 
Pelvis. J. Urol., 1935, 33: 531- 


The authors add 3 cases of papillary carcinoma of 
the renal pelvis to the 234 recorded in the literature. 
In 2 of their cases the diagnosis was made before 
operation. The operations performed in the 3 cases 
were, respectively, nephro-ureterectomy, nephrec- 
tomy with partial ureterectomy, and nephrectomy. 

The cause of papillary carcinoma of the renal 
pelvis is unknown, but it is probable that the 
development of the tumor is initiated by some type 
of chronic irritation in the pelvis. In a few cases 
the carcinoma has followed a chronic infection, and 
in about 5 per cent has been found associated with 
calculi. 

Three-fourths of all tumors of the renal pelvis are 
papillary in structure. The majority of these are 
reported as benign microscopically. However, their 
benignancy can be trusted for only a short time as 
they may become malignant in situ or constitute 
the focus for further implantation. Their chief 
characteristic is surface metastasis. According to 
the theory most widely accepted, propagation is due 
to detached cells carried by the urine. By some, 
however, metastasis is believed to occur by way of 
the lymphatics. The hypothesis of co-existing law- 
less cells scattered throughout the urinary mucosa 
is also tenable. While these tumors rarely show a 
marked tendency to invade the renal pelvis or 
parenchyma, a moderate tendency toward infiltra- 
tion of the renal parenchyma was noted in all of the 
author’s cases. The kidney is usually destroyed by 
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pressure atrophy secondary to obstruction at the 
pelvic outlet or in the ureter (hydronephrosis). 

Hematuria is the most frequent and usually the 
initial sign. In all of the author’s cases there was 
profuse bleeding at some time. Pain is a variable 
symptom and depends upon distention of the pelvis 
as the result of obstruction by a clot or tumor at the 
ureteropelvic junction. Lumbar aching or discom- 
fort may be produced by hydronephrosis. Urvteral 
colic may be caused by the passage of blood clots 
or tissue fragments. In ‘some cases pain may be 
absent. As a rule the kidney is not palpably en- 
larged unless infection or hydronephrosis compli- 
cates the disease. In some cases tissue particles may 
be passed in the urine. Bladder symptoms depend 
upon irritation. Frequency, dysuria, and inability 
to void are usually due to stone, infection, or blood 
clots in the bladder. Loss of weight, anemia, and 
asthenia are very late manifestations and usually 
associated with metastasis. 

The lesion is practically never diagnosed from the 
history, symptoms, or findings of physical examina- 
tion. Cystoscopy is of definite value only in cases 
of bladder tumor located about, or protruding from, 
the orifice of the ureter of the involved kidney. 
When such a cystoscopic finding is associated with 
a filling defect in the renal pelvis or calyx, a diag- 
nosis of tumor of the renal pelvis is justifiable. 
Pyelography offers little aid as other conditions may 
produce the same picture. However, the association 
of a filling defect in a kidney of normal size and out- 
line with profuse hemorrhage should arouse sus- 
picion of such a lesion, especially if the defect is pre- 
dominantly in the renal pelvis. 

The tendency toward implantations on the mu- 
cosa of the ureter and bladder demands surgical re- 
moval of the kidney, the ureter, and a section of the 
bladder wall for complete eradication of the disease. 

Louis NEuwELT, M.D. 


Jansson, G.: Roentgen Diagnosis of Papilloma of 
the Kidney Pelvis (Die Roentgendiagnose bei 
Nierenbeckenpapillom). Acta radiol., 1935, 16: 354. 


The author states that although papillomas of the 
renal pelvis are uncommon, they occur more often 
than is usually believed. They are often unrecognized 
because of the difficulties in the diagnosis. Clini- 
cally, they resemble tumors of the renal paren- 
chyma. The most characteristic sign is hematuria, 
which is profuse, painless, and unpredictable, and 
begins and ends spontaneously. The nature of the 
tumor may be detected by finding, in the bladder, 
implantation metastases with a papillomatous struc- 
ture like that of the parent tumor. The importance 
of further diagnostic aid is emphasized by the fact 
that not infrequently the kidney looks and feels 
entirely normal at exploration, and in several in- 
stances has been replaced without removal of the 
lesion. X-ray examination offers some evidence 
which aids in deciding the course to pursue at opera- 
tion. Papillomas of the renal pelvis produce filling 
defects in the pyelograms, the nature of which 
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depends upon the size, shape, and number of the 
lesions present. 

w. The author reports two cases of papilloma of the 
renal pelvis with particular emphasis on the roentgen 
findings. Leo M. ZimmerMaN, M.D. 


Francois, J.: The Diagnosis and Treatment of 
Ureteral Calculi (Diagnostic et traitement des 
calculs de l’uretére). J. d’urol. méd. et chir., 1935, 
39: 210. 

The clinical symptoms of ureteral calculi are vari- 
able. In some cases there is little pain. In others 
there are attacks of pain resembling renal colic with 
pyuria and hematuria or anuria. In a third group 
the pain is localized at the site of the calculus. 
Stones at the lower end of the ureter cause symp- 
toms of cystitis. Examination of the urine usually 
discloses pus and blood. In some cases the kidney on 
the side of the calculus is enlarged. 

In the presence of any of these symptoms, a 
roentgenogram should be made. A plain roent- 
genogram will often show the shadows of ureteral 
calculi, but as a rule will not be sufficient to establish 
the diagnosis. If a shadow is found in the region of 
the ureter, a roentgenogram should be made with 
an opaque sound in the ureter. Blocking of this 
sound by contact with the shadow to be identified 
indicates a ureteral calculus. A second roentgeno- 
gram may be made at a different angle to confirm 
the findings in the first roentgenogram. If the opaque 
sound does not reach the opaque shadow, a uretero- 
gram must be made. The ureterogram may show 


the opaque medium blocked at the level of the sus- 
pected shadow. This indicates a ureteral calculus. 


If the opaque medium passes beyond the shadow, but 
encloses it, the shadow is within the ureter. A second 
roentgenogram may be taken at a different angle to 
confirm the findings. If the shadow is entirely out- 
side the ureter, it is not due to a ureter calculus. 

If the opaque sound goes past the shadow in the 
roentgenogram, but is in contact with the shadow, 
a roentgenogram should be made at another angle. 
If in the second roentgenogram the shadow remains 
in contact with the opaque sound, the diagnosis of 
ureteral calculus can be made. If the opaque sound 
is more than 2 cm. from the shadow, the shadow is 
probably extra-ureteral. If the sound is less than 2 
cm. from the shadow, a ureterogram must be made. 
Even if ureterography is not necessary for the diag- 
nosis of ureteral calculus, it should be done routinely 
to determine the size of the ureter and of any steno- 
sis below the calculus, and, if possible, the degree of 
dilatation above the calculus. 

Although little or no urine may be obtained from 
the kidney on account of obstruction of the ureter, 
it has been found that, after removal of the stone, 
kidney function often becomes normal rapidly. 

When a ureteral calculus is not opaque to the X- 
rays and does not show in the roentgenogram, as in 
13 per cent of the author’s cases, the presence of the 
calculus may be demonstrated by blocking of the 
opaque sound in the ureter or by the ureterogram. 
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In some cases a ureteral stone may be removed 
by leaving an indwelling catheter in place for 
twenty-four hours. When this is done its expulsion 
may be facilitated if glycerine or an oil is injected 
through the catheter. Repeated dilatations of the 
ureter may remove the stone. If the stone is sit- 
uated in the last centimeter of the ureter, it may be 
removed by a forceps introduced through the cysto- 
scope. If the stone is not visible, the urethral meatus 
may be sectioned with the electric current, with the 
use of a specially constructed electrical sound and 
the cutting rather than the coagulating current. In 
some cases open operation on the ureter is neces- 
sary. In others the kidney may be so severely in- 
jured by prolonged obstruction due to the stone 
that nephrectomy is indicated. As a rule the author 
prefers secondary nephrectomy rather than nephrec- 
tomy at the time of the operation for removal of the 
stone. Of thirty-five cases of ureteral stone in which 
open operation was necessary, primary nephrectomy 
was done in only three (8.9 per cent). 

Of the author’s series of fifty-three cases, the stone 
was removed by cystoscopic methods in sixteen. Of 
the thirty-five cases in which open operation was 
done, a primary nephrectomy was performed in 8.9 
per cent, and a secondary nephrectomy in 6.6 per 
cent. There was no operative mortality. Recur- 
rences developed in three cases. Improvement in re- 
nal function was demonstrated in eleven cases. It 
was 100 per cent in two cases, marked in six cases, and 
less marked in three cases. ALICE M. MEyers. 


Olper, L.: A Case of Bilateral Adenomatous Poly- 
posis of the Ureter and Renal Pelvis (Intorno 
ad un caso di poliposi adenomatosa bilaterale 
dell’uretere e del bacinetto). Arch. ital. di urol., 
1935, 12: 557- 


Olper reports a case of bilateral polyposis involvy- 
ing the ureter and the renal pelvis in a man forty- 
eight years old. The patient stated that about ten 
years previously he had been seized with pain of 
moderate intensity which originated in the left groin 
and radiated toward the hypogastric region. The 
condition grew worse, and ultimately there were fre- 
quent attacks of hematuria. Treatment with 
urinary antiseptics resulted in some relief, but later 
an exacerbation of the symptoms occurred. The ex- 
acerbation was followed by an asymptomatic inter- 
val of seven years during which he felt perfectly 
well. At the end of that time he suddenly experi- 
enced a severe recurrence. The pain involved both 
lumbar regions, radiated toward the lower abdominal 
quadrants, and was accompanied by severe hema- 
turia. 

Examination by the author disclosed bilateral 
tenderness on deep pressure over the region of the 
ureters, particularly the left one. 

Descending pyelography made with the injection 
of Uroselectan-B yielded pyelograms in which the 
important structures were barely visible. 

Cystoscopy and catheterization of the ureters 
revealed the presence of a non-bleeding papilloma- 
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ed tous mass at the external margin of the left ureteral 
for orifice, and an intra-ureteral mass about 1 cm. above 
on this orifice. 

ed Ascending pyelography with uroselectan showed 


the bilateral lesions very distinctly. 
it- Histological examination of a small piece of tissue 
be removed during cystoscopy disclosed the presence 
to- of an adenomatous papilloma. 
tus The author believes that the development of 
the adenomatous polyposis of the renal pelvis and ureter 
nd is favored by urinary calculosis, chronic infections 
In of the upper urinary passages, and congenital mal- 
€s- formations of the kidney. 
in- The diagnosis is usually difficult. Cystoscopy and 
one the examination of the urinary sediment may be of 
hor some aid, but ascending pyelography is the most 
ec- reliable method for prompt detection of the lesion. 
the For unilateral cases of papilloma of the renal pelvis, 
ich nephro-ureterectomy has been advised to prevent 
my carcinoma of the ureter and urinary bladder which 
is apt to ensue in the presence of residual neoplastic 
one tissue. The treatment of bilateral cases is extremely 
Of difficult. Only one case in the literature was treated 
was successfully by diathermic coagulation. 
8.9 The prognosis in these cases is very unfavorable. 
per Death usually occurs rapidly either because of 
ur- malignant degeneration of the lesion or because of a 
Te- complication such as severe hemorrhage, hydrone- 
at phrosis, or pyonephrosis. RIcHArD E. SomMA. 
and 
Ss. BLADDER, URETHRA, AND PENIS 
Ormond, J. K.: Interstitial Cystitis. J. Urol., 
no 1935, 33: 576. 
rale In discussing the diagnosis of interstitial cystitis 
rol. the author says: “In no condition can the diagnosis 
be made from the history with greater ease than in a 
olv- severe case of interstitial cystitis. The association 
rty- of pain with night and day frequency, in the absence 
ten of pus or blood in the urine, would always make one 
a of suspect interstitial cystitis, and the validity of the 
roin suspicion can be tested very simply by catheterizing 
The the patient and determining the capacity of the 
fre- bladder. If slight or moderate distention of the 
with bladder causes pain, rapidly becoming unbearable 
ater as the distention increases, the diagnosis becomes 
» EX- probable; and if, after the pain has been produced, as 
\ter- the bladder empties, a little blood flows out with 
ctly the last of the fluid, the diagnosis becomes practically 
peri certain, even without a cystoscopic examination.” 
both With regard to treatment, he says: “Treatment 
inal resolves itself into three components. First and 
>ma- most important is the local treatment to the bladder; 
second, the treatment of the general condition of the 
teral patient; and third, treatment of the concomitant 
f the granular urethritis. Treatment of the urethritis con- 
sists chiefly in dilatation of the urethra; general 
ction treatment consisting of eliminating foci of infection, 
1 the correcting anemia, enforcing rest, and treatment of 
any other condition which may be present.” The 
eters methods of treating the local bladder condition which 


seemed to yield the best results are: (1) rapid dis- 
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tention of the bladder under anesthesia, (2) fulgura- 
tion of the ulcer and of some of the surrounding 
mucous membrane, and (3) resection of the ulcer. 
Resection of the presacral nerve has not produced 
uniformly successful results. 

With regard to the prognosis, the author says 
that in almost all cases the condition can be greatly 
relieved and the patient kept reasonably comfort- 
able. In the early stages there is a tendency toward 
cure if the treatment is not interrupted. 

Henry L. Sanrorp, M.D. 


Smith, G. G.: The Treatment of Bladder Tumors. 
Pennsylvania, M. J., 1935, 38: 569. 

The author reviews 150 cases of bladder tumors 
observed in his own practice, describing the treat- 
ment and reporting the results obtained in each 
type. He finds, in general, that papillary tumors 
occur in younger individuals, while infiltrating 
tumors have a high incidence in older persons. Ac- 
cording to his experience it appears that benign 
papillomas not infrequently undergo malignant de- 
generation. Bladder tumors in patients under the 
age of fifty years show less malignancy than bladder 
tumors developing in persons over the age fifty. 

Smith believes that single pedunculated tumors 
may be destroyed or removed with fairly good 
results without removal of the entire thickness of 
the bladder wall. Radium may be of value in a 
limited group of cases. In cases of multiple tumors 
of the constantly recurring type which cannot be 
controlled by other methods cystectomy with 
transplantation of the ureters into the bowel or the 
abdominal wall is indicated. The author believes 
that this method should be employed, not as a last 
resort, but before appreciable changes occur in the 
upper urinary tract, while the patient is still in good 


condition. THEOPHIL P. GRAUER, M.D. 
Ormond, J. K.: Non-Purulent Urethritis in 
Women. “Granular Urethritis—Cystalgia.”’ 


J. Urol., 1935, 33: 


In non-purulent urethritis there are urinary 
symptoms with no or only very minor abnormal 
urinary findings. Of all the common minor ailments 
of women which do not threaten life and as a rule do 
not interfere seriously with the usual activities of 
life this is the one which most frequently comes to 
the attention of the urologist. All gynecologists 
seem to have worked out almost identical methods 
of treating the condition. 

The author discusses the occurrence, etiology, 
pathology, symptomatology, diagnosis, and treat- 
ment, dealing with these subjects as if all forms of 
non-purulent urethritis or cystalgia were different 
manifestations of one condition. 

He states that non-purulent urethritis is an ex- 
ceedingly common ailment which often receives 
scant attention from its victims and is much neg- 
lected by physicians in general. It is found at all 
ages after puberty, but is most frequent in the 
middle years of life. 
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The two most common symptoms are frequency 
and dysuria. Frequency is the chief symptom and 
often the only one. It is apt to be more troublesome 
in the morning than during the rest of the day. 
Other common symptoms are urgency, a sense of 
fullness or incomplete emptying of the bladder, 
suprapubic pressure, and hematuria. 

In the majority of cases the diagnosis can be made 
with the aid of the catheter. When, in the presence 
of the symptoms mentioned, the catheterized speci- 
men contains no pus or blood or only an occasional 
pus cell is found per low-power field in the un- 
centrifugalized specimen, the symptoms are proba- 
bly of urethral origin. The urethra is nearly always 
unduly sensitive to the passage of the catheter. It 
is often found thickened on vaginal palpation, and 
its caliber is apt to be narrowed. 

Differentiation from other conditions is usually 
not difficult. Purulent urethritis is recognized from 
the presence oi a purulent discharge or the ex- 
pression of pus when the urethra is milked through 
the vagina. Abscess of Skene’s glands may cause 
difficulty. In cases of suburethral abscess the symp- 
toms may be similar, but pus may be expressed and 
the swelling appreciated by vaginal palpation. 
Urethral caruncle and other lesions of the vestibule 
which may cause urinary symptoms are usually not 
difficult to rule out. Urethral stricture can be recog- 
nized by using bulbed bougies. Interstitial cystitis 
must always be kept in mind, especially if there is 
nocturia. 

Other conditions to be considered are vesical 
calculus; ureteral calculus; ureteral stricture, early 
tuberculosis; late tuberculosis with a healed con- 
tracted bladder; external pressure on the bladder; 
polyuria due to diabetes or nephritis; chemical ir- 
ritation; the overflow of retention, either post- 
operative or due to cord bladder; herpes; and 
intra-urethral chancre. 

Although inspection, palpation, and catheter- 
ization are usually sufficient for the recognition of 
non-purulent urethritis, endoscopy is usually nec- 
essary to confirm the diagnosis and for treatment. 

At present it is impossible to say with certainty 
whether the various endoscopic and cystoscopic 
appearances described are due to different grades of 
the same process or are the results of various causes 
and based on wholly different reactions and patho- 
logical processes. 

In summarizing, the author states that granular 
urethritis or cystalgia is a congestive urethro- 
trigonitis with secondary infection of the urethral 
glands or alveoli which most often is due to a coccus. 
In a small number of instances ischemia may play 
the same réle as congestion in interfering with the 
nutrition of the mucosa. This accounts for the cases 
in which the condition accompanies senile vaginitis 
and other senile changes. 

Treatment has two purposes: first, the immediate 
relief of symptoms, and second, the prevention of 
recurrence. It consists of four parts: treatment of 
the local inflammation of the mucous membrane; 
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measures to render the urine bland and non- 
irritating; relief of the local congestion; and the 
elimination of foci of infection. 

The local inflammation is treated by dilatation of 
the urethra with graduated dilators, such as Hegars 
dilators; and the instillation into the bladder through 
the urethra of argyrol, mercurochrome, or some 
other antiseptic. The dilatation massages the 
mucous membrane, stretches the submucous tissues, 
milks the alveoli, and at the same time tends to 
remedy any strictures that may be present. This 
treatment is given once or twice a week. In many 
cases the symptoms disappear with no other treat- 
ment. When this procedure does not give relief the 
application through the endoscope of a ro per cent 
solution of silver nitrate to the upper urethra and 
bladder neck often has striking results. 

The immediate treatment of local congestion con- 
sists in the use of hot douches, hot sitz baths, the 
application of hot towels to the perineum, and at- 
tention to the bowls. Correction of faulty sex habits 
may be necessary. It is important in the treatment, 
to keep the patient’s temperament in mind. Seda- 
tives are often of value as the symptoms may be 
exaggerated by general hyperirritability. 

The duration and extent of the treatment varies. 
In the cases reviewed complete relief was occasion- 
ally obtained by one dilatation. Sometimes one ap- 
plication of silver nitrate was sufficient. As a rule, 
however, both dilatation and the application of silver 
nitrate were employed and the treatment was con- 
tinued for weeks. Recurrences were common, some- 
times developing after an interval of many months. 
Some few cases resisted treatment. These might 
have yielded to electrocoagulation. 

In conclusion Ormond says that non-purulent 
urethritis is to be regarded a urethrotrigonitis caused 
primarily by congestion and secondarily by infection. 

C. Travers Stepita, M.D. 


GENITAL ORGANS 


Heitz-Boyer: Diverticulitis and Calculi of the Pros- 
tate (Maladie diverticulaire de la prostate et 
calculs prostatiques). J. d’urol. méd. et chir., 1935, 
39: 363. 

‘ Heitz-Boyer believes that the formation of intra- 
prostatic calculi is favored by the presence of pros- 
tatic diverticula as the two conditions occur together 
too frequently for their association to be a mere 
coincidence. He has observed six cases in which the 
relationship between diverticulitis and calculi was 
shown clearly. Three cases he reports in detail. 

In the first case symptoms of acute prostatic 
obstruction and infection suggesting prostatic ab- 
scess developed and were followed by pyelonephritis 
and signs of septicemia. Pyelography disclosed two 
retropubic shadows. These were attributed to vesical 
calculi, but no calculi were found in the bladder. 

As the symptoms of infection persisted, the author 

became convinced of the presence of a prostatic focus. 

Urethrocystoscopy showed two diverticula opening 
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into the prostatic urethra, one on the right side and 
one on the left side. From the opening on the right 
side masses of mucopurulent material weredischarged. 
When the opening was enlarged by electrosurgery, 
a calculus was discovered and dislodged into the 
bladder. This was subsequently expelled spontane- 
ously during micturition and found to be an ag- 
glomeration of small calculi. The patient recovered 
rapidly. The prostatic calculus and diverticula were 
undoubtedly the cause of the urinary obstruction 
and infection. 

In the second case a transurethral resection for 
vesical neck obstruction had been done in 1930. 
At that time several small concretions were found 
in the débris removed by repeated lavage, and a 
roentgenogram showed several small calculi still 
present near the vesical neck. The condition was 
much improved by the operation and the patient 
did not come under observation again until 1934, 
when he had almost complete retention. A review 
of the history revealed that, in 1930, urethrocysto- 
scopic examination had demonstrated the presence 
of diverticular openings in the prostatic urethra. 
Urethrography carried out by the author disclosed 
bilateral diverticula with evidence of calculi and an 
associated vesical neck obstruction due to prostatic 
hypertrophy. The diverticular openings were en- 
larged, numerous small calculi were removed, and the 
vesical neck obstruction was relieved by the use of 
the combined coagulating and cutting current. 

In the third case the patient gave a long history 
of partial urinary obstruction and urinary infection. 
In the last few years the symptoms had become 
more severe, probably because of the associated 
calculus formation. The plain roentgenogram re- 
vealed large intraprostatic calculi, and urethrography 
showed diverticula which could be superimposed 
exactly on the shadows of the calculi. Urethro- 
cystoscopy disclosed the orifices of the diverticula 
and hypertrophy of the lateral lobes. A combined 
transurethral electrosurgical operation was done to 
open the diverticula, remove the calculi, and reduce 
the lateral lobe obstruction. The patient made a 
good recovery and eliminated five large and forty- 
three small stones spontaneously. 

_The possibility of calculus formation in prostatic 
diverticulitis and its clinical significance are clearly 
shown in these cases. More cases of this type will 
undoubtedly be reported as attention is called to 
them. The author emphasizes the value of ure- 
thrography in the diagnosis of prostatic diverticula. 
He states that the stones in a diverticulum are evi- 
dently formed in situ as a result of stagnation and 
infection of urine in the diverticulum. 

ALICE M. MEYERS. 


Heitz-Boyer: Prostatic Diverticulitis and Cancer 
of the Prostate (Maladie diverticulaire pro- 
statique et cancer de la prostate). J. d’urol. méd et 
chir., 1935, 39: 386. 


Heitz-Boyer states that prostatic diverticula may 
be complicated by various conditions which he 


believes are the direct result of the inflammatory 
changes in and around the diverticulum. He re- 
gards it as reasonable to suppose that chronic in- 
flammatory changes may ultimately result in malig- 
nant degeneration in the prostatic tissues as in 
other tissues. However, between the simple inflam- 
matory lesions and the true malignant neoplasm 
there are many intermediate stages. It is in these 
stages that treatment can be effectively instituted 
and the development of malignancy prevented. 
The author reports a case in which there was 
chronic urinary obstruction due to prostatic enlarge- 
ment. On palpation, the prostate was found to be 
hard, but not nodular. Urethrography showed a 
diverticulum on the right side, and urethrocys- 
toscopy disclosed inflammatory polypoid vegetations 
which made it impossible to detect the orifice of the 
diverticulum. The diverticulum was opened and 
inflammatory tissue resected by a two-stage trans- 
urethral operation. Careful histological examination 
of the resected tissue showed inflammatory changes 
and a papilloma of the stratified epithelial type, but 
no malignancy. The patient was entirely relieved 
of the urinary symptoms for several months. He 
then developed a recurrence which was found to be 
due to proliferation of scar tissue acting as a foreign 
body. When this was destroyed by electrocoagula- 
tion, improvement continued without interruption. 
In spite of the relief of the urinary symptoms, the 
prostate still remains abnormally hard and there is 
some subprostatic prolongation of the lateral lobes, 
especially the left. However, there are no clinical 
symptoms of malignancy. The author believes that 
in this case the inflammatory changes were of the 
type that tend toward malignant degeneration, and 
that the resection of the inflammatory tissue and 
the clearing out of the diverticulum, which was evi- 
dently the primary site of the inflammatory changes, 
may have prevented the development of cancer. 
ALIcE M. MEYERS. 


Fuchs, F.: In What Cases Should Transurethral 
High-Frequency Operations on the Neck of the 
Bladder Be Performed? (Bei welchen Faellen 
soll die transurethrale Hochfrequenzoperation des 
Blasenhalses angewendet werden?) Wéien. &lin. 
Wehnschr., 1935, 1: 149. 


At the present time in Vienna, urologists are using 
instruments of two new types which meet every 
conceivable requirement of transurethral opera- 
tions on the neck of the bladder and render it im- 
probable that further technical improvement will 
be made very soon. These two instruments are the 
Bitschai-Zeiss and Kornitzer-Leiter prostate cut- 
ters. 

Because of the stabilization of the technical de- 
velopment resulting from the use of these instru- 
ments it is possible and necessary to determine the 
indications for the transurethral procedure for dis- 
eases of the neck of the bladder and the prostate 
with a certain degree of accuracy. The patient with 
prostatic disease whose kidneys are in too poor con- 
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dition to permit operation should not be subjected 
to transurethral resection of the prostate as the 
latter is capable of imposing as great a burden on 
the kidneys as a laparotomy. Transurethral inter- 
ference is very frequently followed by marked 
pyuria having its origin in the cut surfaces of the 
prostate and the bladder and in rare cases may give 
rise to an ascending pyelonephritis. The latter 
places an enormous burden on the kidneys. There- 
fore, in the determination of the indications for the 
transurethral procedure as well as of those of the 
surgical procedure, the most important factor is the 
test of renal function. Kidney efficiency must be 
the same for both procedures. An important contra- 
indication to transurethral resection is marked 
urinary infection. When this cannot be relieved by 
conservative measures, a bladder fistula must be 
made. Prostatectomy may then be performed later. 
Another question to be answered is whether ex- 
tremely large prostatic adenomas should be operated 
upon through the urethra. In many cases this is 
technically possible, while in others the technical 
difficulties are very great or unsurmountable 
(hemorrhage). Therefore the transurethral opera- 
tion for prostatic hypertrophy should be limited to 
patients with small adenomas and satisfactory kid- 
ney function. In cases of carcinoma it is contra- 
indicated, 

An undisputed field for the transurethral opera- 
tion is presented by cases of urinary retention due 
to contraction of the neck of the bladder (on a 
chronic inflammatory, cicatrical basis) and cases of 
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sphincter hypertonia (either idiopathic or due to 
some spinal process). In the cases of hypertonia of 
the sphincter of spinal origin transurethral trea‘- 
ment should be attempted only when the spinal 
process regresses or at least remains stationary. In a 
case of progressive tabes it is not reasonable to 
attempt even the most simple operative procedure. 

The transurethral procedure is indicated in from 
20 to 25 per cent of cases of urinary retention. Ii it 
is not soon to be discredited the limitations to the 
indications must not be disregarded. 

(LoEHR). JoHN W. BRENNAN, M.D. 


MISCELLANEOUS 


Scott, W. W.: Repair of Rectal Tear and Recto- 
Urethral Fistula. J. Urol., 1935, 33: 643. 


In cases of rectal tear occurring in perineal pros- 
tatectomy the author sutures the tear immediately 
and places an indwelling catheter in the urethra. 
An important feature of the postoperative treatment 
consists in keeping the bowels closed for from ten 
to twelve days to allow proper healing. 

In cases of recto-urethral fistula, he separates the 
urethra and rectum by dissection, excises the fistula, 
closes the rectum by suture, and closes the urethra 
over an indwelling catheter. After the operation 
the bowels are kept closed for from ten to twelve 
days as after the repair of a rectal tear. 

In all of the cases in which these methods were 
used the results were successful. 

Henry L. Sanrorp, M.D. 
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CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Fraser, J.: Skeletal Lipoid Granulomatosis. Brit. 
J. Surg., 1935, 22: 800. 


The author reviews the histories of four cases of 
skeletal lipoid granulomatosis. 

The first case was that of a girl aged one year 
and nine months who developed a limp in the left 
hip. A roentgenogram showed rarefaction of the 
left ilium. Biopsy of this lesion disclosed the charac- 
teristic histocytes and giant cells of lipoid granulo- 
matosis. The appearance of the bones was at first 
attributed to myeloma. Later, the same bone changes 
appeared in the right ilium, right femur, vertebra, 
and skull. Gradual improvement resulted under 
treatment with radium packs and deep roentgen 
irradiation. 

The second case was that of a girl three years old 
who presented a defect in the left side of the skull 
so great that the brain and cerebrospinal fluid made 
a fluctuant tumor near the mastoid. Deep roentgen 
therapy resulted in some benefit, but the patient 
died later of pneumonia. 

The third case was that of a boy four years old 
who had a hard swelling on the occipital region which 
was diagnosed as a sebaceous cyst and operated upon. 
The pathologist made a diagnosis of sarcoma. The 
later development of cyst-like defects containing 
cholesterol in the left mandible and clavicle led to 
the correct diagnosis. 

The fourth case was that of an eight-year-old girl 
with similar involvement of both scapule, the right 
ilium, a rib, the parietal part of the skull, and the 
left clavicle. This child made a good recovery under 
deep roentgen therapy. 

Skeletal lipoid granulomatosis was first recognized 
in 1893 by Hand. It has been described also by 
Schueller and Christian. It is characterized by de- 
fects in membrane bones, exophthalmos, and poly- 
uria. Lipoid substances are deposited in selected 
tissue with the resulting formation of granulations 
which bear a close resemblance to malignant tissue. 
The lipoid most commonly found in these deposits 
is cholesterol, and the tissue involved is the reticulo- 
endothelial tissue, particularly that of the membrane 
bones, serous surfaces, and vascular areas. Accord- 
ing to the theory more or less supported by experi- 
mental evidence, an excess of cholesterol in the blood 
stream, due to an endocrine disturbance, is removed 
from the blood by the articulo-endothelial tissues 
and extruded as a foreign body. The extrusion takes 
place most readily in the areolar tissues such as that 
of the orbit and perivascular spaces. Its progress in 
bone is marked by decalcification of the trabecule 
and later of the compact bone. Disappearance of 


large portions of the skull, clavicles, mandibles, and 
other membrane bones may result from the phago- 
cytic action of the multinuclear giant cells which are 
always found around the periphery of the lesions. 
Although the skull vault may become practically 
gelatinous, the dura and scalp remain unaffected. 

The clinical manifestations of the condition include 
polyuria due to early involvement of the hypo- 
thalamic region and the pituitary stalk, and exoph- 
thalmos due to protrusion of the granulations by 
way of the optic foramen into the soft tissues behind 
the eyeballs. The irritability of children afflicted 
by the disease is probably due to cerebral pressure 
of the intracranial lesions. 

In the diagnosis the condition may be confused 
with tuberculosis, bone tumor, primary pituitary 
disease, or sarcoma. In the case of a child reported 
in the literature both eyeballs were removed because 
the condition was thought to be malignancy in the 
orbits. The blood picture will show excess of choles- 
terol, total acids, and lecithin. 

The disease may be fatal. In a series of fourteen 
cases there were seven deaths. Death is often due 
to an intercurrent disease developing in an already 
debilitated patient. 

The most dependable method of treatment is deep 
roentgen irradiation given to the ‘various areas 
with a dosage of 150 kv. 4 ma., each area being 
irradiated for a period of ten minutes on every third 
day, a filter of 3 mm. of aluminum being used.” 
The effect of this treatment is to destroy the dis- 
tended and lipoid-laden histocytes. Pituitary ex- 
tract may control the polyuria. The diet should be 
free from cholesterol and have a high vegetable 
content. ARTHUR C1rark, M.D. 


Widmann, B. P., and Stecher, W. R.: Rhizomono- 
melorheostosis. Radiology, 1935, 24: 651. 


The authors first review the literature on rhizo- 
monomelorheostosis and the recorded cases of the 
condition. They call attention to the numerous 
terms applied to the disease. They regard the name 
“‘rhizomonomelorheostosis” as the most suitable as 
it is sufficiently descriptive to include the various 
features which characterize the condition as a clin- 
ical entity. They state that nothing definite is 
known as to the cause of the disease. In their 
opinion the theory of Zimmer that it is an embryonic 
metameric disturbance is most plausible. 

There is a paucity of literature concerning the 
pathological changes. The chief finding is a cortical 
hyperostosis resulting in dense sclerotic bone, either 
endosteal or periosteal or both. The lesion is benign 
and progressive. Although the inherent tendency 
of the process is toward lesions involving both 
endosteum and periosteum, in the purely endosteal 
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type no distinctly defined expansile enlargement 
of the involved bones is noted; on the contrary, 
relative and absolute osseous atrophy, particularly 
in length, which suggests restraint of osseous growth, 
has been a rather constant finding. Most of the 
cases on record showed some degree of medullary 
encroachment by the eburnizing cortical hyperostosis 
attesting to the common association of both types 
of hyperostosis. 

Kraft’s classification of the types of lesions into 
those of (1) complete continuous flow, (2) partial 
continuous flow, (3) interrupted flow, and (4) cir- 
cumscribed flow is excellent as regards anatomical 
involvement, but there is nothing to substantiate 
the inference that the duration and degree of patho- 
logical involvement are related to these types. 

The histopathological findings do not present 
specific features, but fibrotic replacement of the fat 
marrow in the medullary canal is rather constant. 
With regard to the significance of concomitant 
vascular proliferation, opinions differ. 

Occasionally symptoms are entirely absent, but as 
a rule the condition causes, first, rheumatic, low 
grade osteocopic pain limited to one extremity and 
some degree of loss of strength in the affected ex- 
tremity, and later, limitation of articular move- 
ments, pseudo-ankylosis, and bowing of the involved 
bones, particularly if weight-bearing is continued. 
The peculiar deviation of the involved digits is so 
frequently observed that this finding alone should 
lead to roentgen examination. Absolute soft tissue 
and osseous atrophy are found almost constantly. 

To date, the diagnosis has been made only by 
roentgenographic examination. The differential 
diagnosis from other osseous lesions is rarely diffi- 
cult. Laboratory studies add no positive information. 

No therapy has been of avail. Roentgenotherapy 
has been tried, but as yet no definite estimate of 
its value is possible. 

The authors report in detail a case observed by 
them, that of a boy six years old in whom the condi- 
tion was discovered accidentally during an examina- 
tion for fracture. The history, clinical findings, and 
roentgen findings suggested that the condition was 
in an early stage. The authors are subjecting a 
limited portion of the limb to a course of therapeutic 
irradiation, hoping thereby to obtain information 
relative not only to the curative action of this treat- 
ment, but also to the etiology of the process, particu- 
larly as regards osteal telangiectasis. 

ApotpH Hartunc, M.D. 


Stiasny, H.: The Hereditary Nature of Osteopsa- 
thyrosis (Vererbarkeit der Osteopsathyrosis). 
Zentralbl. f. Chir., 1935, p- 634. 


Two forms of osteopsathyrosis are distinguished— 
osteogenesis imperfecta congenita and osteopsathy- 
rosis idiopathica (tarda). Children presenting the 
first form are usually born with fractures sustained 
during intra-uterine life. In the second form, which 
develops during childhood, fractures occur without 
direct trauma. In some cases the fragility of the 


- of the callus with the diaphysis. 
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bones appears very late together with the symptoms 
characteristic of osteopsathyrosis, or the symptoms 
of osteopsathyrosis occur without fragility of the 
bones. Because of the frequent occurrence of frac- 
tures and the tendency of the bones to bend, the 
subjects of the condition appear small and squatty, 
The head is square and, because of the deficient 
ossification, the vault of the skull is thin. According 
to Bauer, there is inferiority of all the cellular cle- 
ments of the mesenchymal supporting tissue consti- 
tuting the basic substance. The inability of the 
fibroblasts to form fibrille normally is evidenced by 
the fact that the connective tissue is richer in cells 
throughout and the fibers are curly. The chondro- 
blasts produce cartilage cells of a spindle shape 
without proper cartilage capsules. 

This constitutional bony fragility is often asso- 
ciated with blueness of the sclere due to defective 
development of the scleral supporting structure. 
The supporting fibers of the sclera are reduced in 
number so that the choroidal pigment shines 
through. There is often also a progressive otoscle- 
rosis with labyrinthine deafness due to changes in 
the petrous portion of the temporal bone. There is, 
therefore, a relationship between these three patho- 
logical hereditary anlagen—defective bone growth, 
defective formation of the scleral connective tissue, 
and changes in the petrous portion of the temporal 
bone. Often some other degenerative phenomenon 
such as sclerotic atrophy of the thymus, precocious 
puberty, nanism, idiocy, cleft palate, harelip, sar- 
coma of the pituitary, obesity, or diabetes is 
present. In the family trees of families with the 
osteopsathyrosis taint will be found individual mem- 
bers in whom osteosclerosis and blueness of the 
sclere are present without fragility of the bones. 
The clinical picture varies. In addition to very 
severe, completely crippling forms, there are cases 
in which the anomaly is slight and becomes manifest 
only when the influence of trauma is added. The 
abnormal brittleness of the bones is due to insufii- 
cient periosteal ossification with normal or possibly 
increased resorption of the sparsely produced bone 
substance. The newly formed bone lacks the capac- 
ity to take up tissue calcium. Therefore, as a conse- 
quence of excessive osteoclastic activity, the compact 
bone substance is replaced by areolar tissue. F'rac- 
ture healing is delayed. The delay is due less to 
deficient callus formation than to delay in the union 
The abnormality 
is transmitted chiefly through females. It often 
skips one or more generations. 

The author reports a case of the condition. The 
patient was a three-year-old child who had broken 
three bones while playing. An uncle had had his leg 
fractured by an insignificant trauma. The great- 
grandfather had blue sclere and several fractures, 
but was not deaf. The grandfather had blue sclerz 
and fractures of the clavicle, pelvis, and foot, but 
was not deaf. Nothing is known regarding the 
brothers and sisters of the grandfather. Most of 
them died in early childhood. The child’s father 


h 
ti 
si 
al 
si 
fr 
h 
b 
cl 
h 
al 
pi 
in 
m 
he 
re 
ay 
ar 
be 
re 
of 
e) 
he 
Ww 
al 
by 
to 
se 
or 
is, 
ac 
pr 
Pe 
do 
pr 
a 
St 
lo: 
0 
ni 
ex 
an 
ex 
Al 
ca 
Wi 
ty 
ar 
\ ge 
WI 
\ for 


father 


SURGERY OF THE BONES, JOINTS, MUSCLES, TENDONS 375 


had had four or five fractures of the lower extremi- 
ties before the age of thirty-five years. His sclere 
were blue. Neither he nor any of his brothers or 
sisters was deaf. The child’s uncle fractured his leg 
at the age of three years and his arm at the age of 
sixteen years and recently had had a compound 
fracture of the leg. Two sisters of the child’s father 
had blue sclere but no fractures. The father’s other 
brothers and sisters died in early childhood. The 
child’s sister, who was three and a half years old, 
had blue sclera. Roentgen examination of the child 
and uncle showed condensation of the diaphysis, 
particularly in the region of the cortex, and a honey- 
comb reduction of the density of the marrow space 
indicative of osteoporosis. The hereditary anlage 
was therefore absolutely dominant in the male 
members of the family. 

From the social standpoint and in relation to their 
hereditary taint the affected individuals are to be 
regarded as deficient. From some family trees it 
appears that there are families in which generations 
are skipped, the individuals of these generations 
being not inferior from the social standpoint. Those 
responsible for observance of the laws for the control 
of hereditary diseases and defects must therefore 
examine the family tree in each case to determine 
how far the hereditary anlage is dominant and 
whether, in the presence of a dominant hereditary 
anlage, there is a physical malformation as defined 
by the law. Sterilization is justified only when it is 
to be expected that the offspring will suffer from 
severe physical or mental abnormality. Even then, 
only individuals with the hereditary condition, that 
is, persons who themselves have an abnormality 
according to the law, come under the law for the 
prevention of the transmission of hereditary diseases. 
Persons with the milder manifestations of the taint 
do not come under the law as the presence of a latent 
predisposition to a disease is not enough to justify 
a sterilizing operation. 

(Erich Hempet). FLorence ANNAN CARPENTER. 


Steindler, A.: Tuberculosis of the Wrist (Sobre 
tubercolosis dela mufieca). Rev. de ortop. y traumatol., 
1935, 4: 223. 

The author discusses twenty-four cases of tubercu- 
losis of the wrist treated in the Department of 
Orthopedic Surgery of the University of Iowa. In 
nine cases the diagnosis was verified by clinical 
examination, the tuberculin test, and reontgen ex- 
amination, and in fifteen cases by histopathological 
examination or inoculation of guinea pigs or both. 
All except one of the patients were adults. Nineteen 
were males. The lungs were normal in fourteen 
cases and showed lesions in ten. The tuberculosis 
was predominantly of the infiltrative and fungous 
type rather than of the dry and fibrous type. The 
article is illustrated with photographs and roent- 
genograms showing the results of the treatment. 

The most common sign of tuberculosis of the 
wrist is swelling of the joint which extends to the 
forearm and metacarpals. The infiltration is rapidly 


progressive. Deformity of the hand is not unusual. 
The position of the wrist is one of semiflexion of 
about 120 degrees. The flexion contracture is fre- 
quently accompanied by radial and ulnar deviation. 
There is considerable muscle atrophy, which appears 
early. The greatest degree of deformity with de- 
creased mobility of the fingers is seen in cases with 
fungous swelling and fluctuation with or without 
involvement of the tendon sheaths, and in cases with 
suppuration and cavities in the small bones. 

In the author’s material there was only one case 
that could be considered benign. This was the case 
of a child three and a half years old who had a dry 
type of tuberculosis of limited extent. Of the cases 
of adults, only one could be called regressive. All 
of the others showed progression, either slow or of a 
rapid malignant type invading the whole wrist. 
The two chief factors affecting the movement of the 
fingers and the final result were primary invasion of 
the tendon sheaths and invasion of the distal row 
of bones. 

The condition may be treated conservatively by 
heliotherapy, radiotherapy, or immobilization, or 
surgically. Of the author’s eight cases which were 
treated conservatively, death resulted in two, the 
effect of the treatment was indeterminate in two, 
and the result after an average observation period 
of a year was good in four. Because of geographical 
and climatic conditions in the United States it is 
difficult to treat tuberculosis of the wrist in adults 
by heliotherapy. Satta’s statistics on fifty-four 
cases show that heliotherapy resulted in cure in 54 
per cent. Nevertheless, the results of heliotherapy 
in tuberculosis of the wrist in adults are not so good 
as those of surgical treatment. Of the author’s 
eleven cases in which resection was done, the results 
were good in seven, satisfactory in two, and indeter- 
minate in two. For tuberculosis of the wrist in 
adults, Steindler recommends partial or total resec- 
tion after a brief preliminary period of conservative 
treatment. Auprey Goss Morcan, M.D. 


Oehlecker, F.: Ankylosing Inflammation of the 
Spinal Articulations—Spondylarthritis anky- 
lopoietica (Zur versteifenden Wirbelgelenkent- 
zuendung—Spondylarthritis ankylopoietica). 59 Tag. 
d. deutsch. Ges. f. Chir., Berlin, 1935. 

The author describes the characteristic features 
of spondylarthritis ankylopoietica (Struempell- 
Marie-Bechterew disease) and discusses the differ- 
ential diagnosis of the condition from spondylitis 
(spondylosis) deformans on the basis of a series of 
photographs and roentgenograms. In this very 
slowly progressing disease there is always at first an 
inflammation with atrophy of the cartilages and 
ankylosis of the small vertebral articulations. The 
first stage can be easily overlooked in the roentgeno- 
gram unless it is borne in mind and oblique exposures 
are made. Not infrequently the roentgen diagnosis 
of spondylitis (spondylosis) deformans is made at 
first because, even in the prime of adult life, when 
spondylitis ankylopoietica is most frequent, many 
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vertebral columns show marginal exostoses and 
thickenings on the vertebra at certain sites. The 
importance of changes which are demonstrated eas- 
ily on roentgen examination is often overestimated, 
whereas changes which are demonstrated with 
difficulty are often underestimated. It is not until 
the second stage of spondylarthritis ankylopoi- 
etica that ossifications of the ligaments of the articu- 
lations such as the anterior longitudinal ligament 
and bridgings of the intervertebral disks appear. 
These changes can be easily seen in the roentgeno- 
gram. Partial or complete ankylosis of the spine 
occurs much earlier as the result of obliteration of 
the vertebral articulations. Of great importance for 
early diagnosis is careful roentgen examination of 
the sacro-iliac articulation, which in many cases dis- 
appears very early, a fact apparently known to 
comparatively few. With regard to the cause of the 
condition nothing certain is known. As Oehlecker 
found no increase in the calcium content of the blood 
in his cases, he disapproves of parathyroidectomy, 
the operative treatment recommended by the Rus- 
sians. 

Since, in addition to the ankylosis of the vertebral 
articulations and the sacro-iliac articulation there is 
very frequently also an ankylosis of the hips, as in 
the case reported by Struempell, it may be possible 
in some cases to relieve the patient somewhat by 
mobilizing one of the ankylosed hip joints by arthro- 
plasty, as was done by Oehlecker in two cases five 
years ago. 

In conclusion the author urges greater agreement 
in naming diseases of the spine and energetic opposi- 
tion to misleading new terms. He states that chronic 
ankylosis of the vertebral articulations should be 
called ‘‘spondylarthritis ankylopoietica” as suggest- 
ed by Fraenkel and not “spondylitis ankylopoietica.” 
The use of the term “spondylosis deformans” in- 
stead of “spondylitis deformans” for the disease 
resulting from wear and tear is justified. This term, 
like “arthrosis deformans,”’ has been widely accepted 
and is used in the excellent book of Schmorl and 
Junghans. All other terms should be rejected in the 
interests of quicker and better understanding. 

(OEHLECKER). Harry A. SALZMANN, M.D. 


Albo, M., and Maisonnave, A.: Joint Chondroma- 
tosis Co-Existing with Two Bone Malforma- 
tions: An Osteogenetic Exostosis and an 
Osseous Fissure Between the Fifth Lumbar and 
First Sacral Vertebrz (Condromatosis articular 
coexistendo con dos malformaciones éseas: exostosis 
osteogénica y fisura 6sea vertebral—V lumbar y I 
sacra). Rev. de ortop. y traumatol., 1935, 4: 265. 


The case reported was that of a man thirty-two 
years of age who injured his left knee in gymnastic 
exercises and two years later injured the same knee 
again. The injuries were followed by swelling and 
pain. After the second injury, roentgen examination 
showed joint chondromatosis, foreign bodies in the 
left knee, an exostosis of the right tibia which the 
patient said he had had since childhood, and a 
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fissure between the posterior arch of the fifth lumbar 
vertebra and that of the first sacral vertebra. When 
removed by operation the foreign bodies were found 
to be cartilaginous. The exostosis and the vertebral 
fissure were evidently congenital. The fissure had 
apparently caused the arthropathy through some 
direct or indirect action on the cord and through 
nerve changes. Trauma has been merely an ex- 
citing cause. 

Theories regarding the pathogenesis of joint 
chondromatosis are discussed in detail. 

AuprEY Goss Morean, M.D. 


Overgaard, K.: Otto’s Disease and Other Forms of 
Protrusio Acetabuli. Acta radiol., 1935, 16: 390. 


In the literature the term “‘protrusio acetabuli” is 
applied to conditions which are very different in 
nature. These conditions may be divided into the 
following three groups: 

1. Secondary protrusions. These occur as com- 
plications of clearly defined focal disease in the hip 
joint or trauma. 

2. Otto’s disease or osteo-arthritic protrusion. 
This condition is regarded as a special type of de- 
forming osteo-arthritis of the hip joint. As a rule it 
is bilateral. A certain form of development of the 
hip socket (deep hip socket) is thought to favor or 
to be the chief cause of its development. 

3. Juvenile osteo-asthenic protrusion. This con- 
dition develops at the age of puberty in girls in the 
absence of signs of arthritic or traumatic changes 
in the hip joint, probably as the result of weakness 
of the bone tissue. 

To seventy-four previously reported cases of 
protrusio acetabuli, the author adds thirteen new 
cases. 
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Gordon-Taylor, G., and Wiles, P.: Interinnomino- 
Abdominal (Hind-Quarter) Amputation. Brit. 
J. Surg., 1935, 22: 671. 

Billroth, in 1891, was the first to attempt interin- 
nomino-abdominal amputation, but it remained for 
Girard, four years later, to achieve it with survival 
of the patient. In seventy-nine cases reported in 
the literature up to the present time, the mortality 
was about 59.5 per cent. However, the results have 
been better in recent years, as in 20 cases in which 
the operation was done since 1910 the mortality was 
40 per cent. 

The amputation involves the entire gluteal mass, 
the os innominatum, and the entire lower extremity. 
It is performed under general anesthesia supple- 
mented by spinal block. The incision is made along 
the crest of the ilium from the posterosuperior spine 
to the anterosuperior spine, thence downward and 
inward 11% inches below Poupart’s ligament towar¢ 
the middle of the origin of the adductor brevis. 
Poupart’s ligament is divided at each end and the 
spermatic cord retracted downward. The rectus 
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abdominis muscle is then cut from its insertion on 
the pubic crest, the pubis denuded on both sides, and 
the symphysis divided. Next, a skin incision is made 
from the center of the iliac crest to the gluteal fold 
and along this fold to meet the lower mesial end of 
the first incision. The ilium is sawed through into 
the sciatic notch. The innominate bone and lower 
extremity can then be drawn away from the pelvic 
peritoneum. The psoas muscle is sectioned above 
the pelvic brim, and all other muscles attached to the 
disengaged os innominatum are divided near the 
bone. After hemostasis and injection of nerve 
trunks, the remains of the muscles are sutured to 
re-inforce the peritoneum and the skin flaps are 
sutured. Blood transfusions should always be given. 

The authors have performed this operation in five 
cases with death in two. They believe it probable 
that in the future such an extensive surgical procedure 
will be undertaken less and less frequently because 
of the more conservative irradiation therapy now 
possible. 

Their cases may be summarized briefly as follows: 

Case 1. Sarcoma of the femur and innominate 
bone. The patient was a man twenty-five years of 
age. Roentgen examination revealed a large peri- 
osteal sarcoma of the neck, trochanter, and 7 in. of 
the shaft of the femur which involved also the 
acetabulum and the ilium. At the lower part of the 
growth there was a pathological fracture. The gen- 
eral condition of the patient was poor. Arrange- 
ments for blood transfusion miscarried, and the 
patient died six hours after the operation. 

Case 2. Osteoclastoma of the innominate bone. 
A boy seventeen years of age developed a large hard 
swelling in the perineum and upper part of the thigh 
following an injury sustained in a football game. 
Roentgen examination disclosed almost complete 
disappearance of the left ischiopubic junction and a 
tumor mass surrounding this region in which irregu- 
lar bone formation was seen. During and just after 
the operation the patient was given 1,200 c.cm. of 
blood by transfusion. He recovered and was dis- 
charged on the forty-ninth day after the operation. 
He now wears, day and night, an abdominal web- 
bing support going over the right shoulder. 

Case 3. An enormous chondroma of the ilium 
extending from the hip to the costal margin. The 
patient was a man fifty-nine years of age who had 
had a small tumor in the groin since infancy. In 
the past two years the tumor had increased to a 
tremendous size. The patient was completely dis- 
abled and suffered severe pain. The operation was 
done with great difficulty because the tumor mass 
obscured all landmarks. There was an almost fatal 
fall in the blood pressure. Twelve hundred cubic 
centimeters of blood were given by transfusion dur- 
ing the operation and 500 c.cm. later. Although 
the wound healed poorly and thrombophlebitis of 
the popliteal vein of the other leg developed, the 
patient eventually recovered. 

Case 4. Sarcoma of the pelvis of a man twenty- 
eight years old. The growth had traversed the 


midline. At operation it was necessary to cut the 
bone on the opposite side of the pubis. Death 
occurred about two hours after the operation. 

Case 5. Sarcoma of the upper end of the femur. 
The patient was a boy eighteen years old who had a 
swelling on the upper part of the thigh which he 
claimed had been present for only three weeks. 
Roentgen examination showed rarefaction of the 
cortex, a periosteal reaction, and fine spicules at 
right angles to the shaft of the femur at the junction 
of the upper and middle thirds. The innominate 
amputation was done because disarticulation was 
considered inadequate. The patient suffered very 
little shock and made an uneventful recovery. 

WILLIAM ARTHUR CLARK, M.D. 


FRACTURES AND DISLOCATIONS 
Hess, J. H., Bronstein, I. P., and Abelson, S. M.: 


Atlanto-Axial Dislocations Unassociated with 
Trauma and Secondary to Inflammatory Foci 


in the Neck. Am. J. Dis. Child., 1935, 49: 1137. 


The authors present a summary of the literature 
on non-traumatic atlanto-axial dislocations. To the 
twenty-two cases reported by others they add two 
of their own. As they believe that the anatomical 
relations, roentgen diagnosis, and treatment of such 
dislocations have been adequately dealt with, they 
confine their discussion to the pathogenesis. They 
believe that atlanto-axial deviation is dependent 
upon primary weakening of the lateral ligaments 
with additional factors such as muscle spasm, exces- 
sive rotation, or fixed rotation. They have found no 
record of injury to the spinal cord. For the pre- 
vention of such dislocations they suggest the avoid- 
ance of over-rotation of the head in the exposure of 
operative fields and in the cases of children wearing 
massive dressings for suppurating cervical foci. 

BarBaRA B. Stimson, M.D. 


Magendie, J.: Chronic Arthritis of the Ossifying 
Type Following Fracture of the Spine (Arthrite 
chronique post-fractuaire du rachis 4 forme hypero- 
stosante). J. de méd. de Bordeaux, 1935, 112: 
347- 


The author reports the case of a man forty-two 
years of age who was thrown from a car, landing on 
his back. He was able to walk, but complained of 
pain in the back. He was observed for forty-eight 
hours in a hospital and then taken home, where he 
remained in bed for a month and a half. He had 
retention of urine during the first few days and per- 
sistent constipation. Roentgenograms taken at the 
time of the accident (only the anteroposterior view) 
were said to be negative. 

After the patient was up and around he gradually 
improved and became able to go back to work with 
only a few complaints. About ten months after the 
accident he had an increase in symptoms and lateral 
roentgenograms disclosed an old fracture of the 
tenth and eleventh thoracic vertebrex with calcifica- 
tion of the intervertebral disk and herniation of the 
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nucleus pulposus. He refused treatment, but five 
months later he returned because of persistent pain. 
The application of a plaster cast in hyperextension, 
which was worn for three months, resulted in 
marked relief of the symptoms. Eighteen months 
after the injury he had a sudden onset of hypes- 
thesia of the left leg along the course of the third 
lumbar nerve. Roentgenograms disclosed a partial 
synostosis between the injured vertebre. The con- 
dition was an ossifying arthritis following an unrecog- 
nized fracture of the spine. 

The author next discusses the Kuemmell-Ver- 
neuil syndrome. He feels that the term ‘“Kuemmell- 
Verneuil syndrome” may be used as a general term 
for post-traumatic lesions of the spine frequently due 
to unrecognized or inadequately treated fractures 
and the tendency of the spine to develop secondary 
deformities. Kuemmell’s disease, on the other hand, 
is a rare lesion, a rarefying osteitis. Prevention of 
the syndrome requires early diagnosis and adequate 
treatment as described by Boehler. The treatment 
indicated is immobilization, frequently by fusion. 

BARBARA B. Strwson, M.D. 


Lindboe, E. F.: Nailing of Collum Femoris Frac- 
tures. Acta chirurg. Scand., 1935, 76: 325. 


The author believes that in the treatment of 
fractures of the neck of the femur the process of 
“nailing,” if done by the method of Sven Johansson, 
makes it possible to obtain reposition and fixation of 
the fracture ends with preservation of active motion 
and a short period of disability, even in the most 
aged patients, with far better prospects of good 
and lasting results. 

Under anesthesia, preferably spinal anesthesia 
induced with percain, both legs are somewhat ex- 
tended until they are equal in length, both are 
slightly abducted, and the injured leg is rotated 


inwardly from 25 to 30 degrees. Roentgenograms . 


are then taken to determine that correct reduction 
has been obtained. A small hollow is made in the 
cortex about 2 cm. below the inferior projecting edge 
of the trochanter through an incision from 10 to 
15 cm. long extended downward from the trochanter 
medially along the lateral side of the leg. A thin, 
stiff, metal wire is drilled axially into the neck to a 
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distance of from 8.5 to 10 cm. Roentgenograms are 
then taken. If the position is not correct, a second 
wire is inserted and the first wire removed. A 
modified Smith-Petersen pin is threaded onto the 
wire and driven in until it takes a firm hold on the 
head. Roentgenograms are made again. Traction 
is then relaxed and the fracture impacted by blows. 
The same or the following day, active motion is 
begun, and subsequently motion in all directions is 
instituted. The patient is able to sit up after a few 
weeks and is allowed to walk in a go-cart from six to 
eight weeks after the operation. 

The author has performed fifteen operations by 
this method. Osseous healing resulted in thirteen 
cases. One patient died twelve days after the opera- 
tion and one was still under treatment at the time 
of this report. Eleven of the thirteen patients have 
normal or almost normal function and two have good 
function. B. Stimson, M.D. 


Outland, T. A.: Fracture of the Body of the Cal- 
caneum. Pennsylvania M. J., 1935, 38: 487. 


The author stresses the serious nature of fractures 
of the body of the calcaneum and the importance of 
early and accurate diagnosis of such fractures. He 
discusses the different types of calcaneal fractures, 
the mode of their production, and their diagnosis. 

For cases with displacement he advises the Boehler 
method of treatment. Pins are placed through the 
tibia and through the posterior part of the cal- 
caneum, and by means of a screw extension appa- 
ratus the tuberosity of the bone is pulled downward 
and then backward. The broadening of the bone is 
corrected by lateral pressure exerted by a screw vise. 
The reduction is checked by roentgenograms, and an 
unpadded plaster cast incorporating the pins is 
applied. After from three to five weeks the cast and 
pins are removed and a walking cast is applied. On 
removal of the walking cast at the end of from nine 
to fourteen weeks a rigid arch support is applied. 

For fractures without displacement the author 
advocates early heat treatment, massage, and active 
motion without weight-bearing for about eight 
weeks. For late cases with traumatic arthritis of the 
subastragaloid joint he recommends subastragaloid 
arthrodesis. Barbara B. Struson, M.D. 
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Alglave, P.: The Treatment of Varices (Le traite- 
ment des varices)., Presse méd., Par., 1935, 43: 937- 


The author discusses the relative merits of the 
2 chief methods of treating varices—the injection 
of solutions to produce sclerosis of the veins and 
radical operation. He quotes a discussion before the 
National Surgical Society in which, although differ- 
ences of opinion were expressed, even the advocates 
of injection admitted the more or less serious risks 
of the method. The multiplicity of the substances 
used for the injections, which include sodium car- 
bonate, sodium salicylate, sodium citrate, sodium 
morrhuate, biniodid or bichloride of mercury, qui- 
nine, and hypertonic saline solution, seems to in- 
dicate that none of them has been found entirely 
satisfactory. 

In the one case which the author treated by the 
injection method he used sodium salicylate accord- 
ing to Sicard’s directions. As 3 injections into the 
most seriously affected part of the leg were without 
result, he gave up the treatment. 

In a review of the literature on the treatment of 
varices by injection, Alglave found 3 groups of cases: 
(1) those in which the injections apparently gave a 
good result but the beneficial effect was temporary; 
(2) those in which the injections had no effect; 
(3) and those in which the results were negative or 
temporary and there were unfavorable by-effects. 
Illustrative cases of these 3 groups are cited. Alglave 
has never known a case in which the good result 
lasted more than two or three years. The unfavor- 
able by-effects may be slight or serious. The injec- 
tions may cause quite intense pain, spasm of muscles 
of the leg to which the injections may penetrate 
through the communicating veins, or impotence of 
the leg for hours or days. More serious results are 
phlebitis, persistent atonic wounds, impotence with 
amyotrophy of the muscles of the calf, heart dis- 
turbances from repeated injections, and serious or 
fatal embolism. 

By his method of operation Alglave has obtained 
good results which have lasted for ten, fifteen, and 
twenty years. He advocates a very complete 2-stage 
operation, the steps of which he shows by illustra- 
tions. In one stage the operation is done on the 
mg of the thigh and in the other on those of the 
eg. 

As the communicating veins often enlarge in 
varices, thereby connecting the deep and superficial 
veins, and as the persistent veins are frequently the 
cause of recurrence, the operation includes not only 
as complete removal of the lesions as possible but 
also ligation of the communicating vessels. The 
operation is free from danger if it is performed cor- 
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rectly after proper preparation of the skin particu- 
larly in areas that are diseased or ulcerated. Alglave 
has performed it for over thirty years and in more 
than 1,000 cases of varices, some of them simple but 
others severe and complicated by hemorrhage, 
phlebitis, or ulcers. On the basis of this experience 
he is thoroughly convinced of the superiority of 
complete resection to any method of injection. 
AupREY Goss Morcan, M.D. 


Greco, T.: Post-Traumatic Thrombosis of the 
Carotid Artery (Le trombosi post-traumatiche 
della carotide). Arch. ital. di chir., 1935, 39: 757. 


Greco summarizes and critically reviews twenty- 
six cases of post-traumatic thrombosis of the carotid 
artery which he collected from the literature, re- 
ports a case of his own, and discusses the etiology, 
pathology, symptomatology, diagnosis, and treat- 
ment. 

He states that although the condition is not so un- 
common as is suggested by the literature, it is unus- 
ual in civil life. The first comprehensive discussion 
of it was published by Hunt in 1914. The majority 
of the reported cases were due to war wounds. 
Greco has been unable to find any review of the 
condition since that of Stierlin and Meyenburg in 
1920. He is interested especially in the contusive 
type which in peace times is more frequent than the 
type due to penetrating wounds and more liable to 
be overlooked than the latter. 

Greco’s patient, a man twenty-three years of age, 
was thrown from a bicycle, striking the left side of 
the mandible but apparently sustaining only super- 
ficial lacerations of the face. A few minutes after 
the accident he developed general malaise and some 
amblyopia. These disappeared in a few hours, but 
after a free interval of sixteen hours they recurred 
in association with vomiting, headache, aphasia, and 
a right hemiplegia. The patient rapidly became 
unconscious. Craniotomy showed no meningeal 
hematoma. Death occurred sixty hours after the 
accident. Autopsy revealed no lesion of the sub- 
cutaneous tissues or muscles of the neck, but dis- 
closed an occluding thrombus of the internal carotid 
arising from a transverse lineal laceration of the 
intima and media. Above the thrombus the lumen 
was patent as far as the carotid foramen, beyond 
which there was a thrombus filling the middle 
cerebral artery. 

These findings are similar to those in the majority 
of cases coming to autopsy. In contusion, the 
lesions of the intima may be limited to slight lacera- 
tions. As a rule the emboli are multiple and show 
retrograde growth. 

In the development of the symptoms the follow- 
ing three stages can be distinguished: 
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1. Immediately after the trauma. Although at 
this time the symptoms are rather vague, there is 
certainly a momentary suspension of circulation in 
the affected area. To this may be attributed the 
dizziness, amblyopia, and malaise which, although 
transient, are disproportionate to the obvious lesions. 

2. The establishment and organization of the 
thrombus. In this period there may be no symp- 
toms at all or the primary disturbances may return. 
The sign of crucial importance is diminution or ab- 
sence of the carotid and temporal pulse on the 
affected side. 

3. The almost inevitable occurrence of embolism. 
This may produce no symptoms if the patient is 
already unconscious and hemiplegic from insuffi- 
ciency of the collateral circulation, or may be the 
outstanding feature. In cases of not definitely 
localized trauma of the head and neck it is difficult 
to trace cerebral symptoms to their true origin when 
they develop unexpectedly after a free period and no 
striking sign calls attention to the carotid. This is 
the chief reason why the contusive type has been so 
little studied. 

A definite diagnosis in the first period is impos- 
sible although the malaise is suggestive. In the 
second stage a unilateral diminution of the carotid 
or temporal pulse is almost pathognomonic. In the 
third stage consideration of the disproportion be- 
tween the obvious trauma and the cerebral symp- 
toms will prevent the error of attributing the lesions 
to an intracranial source. The free interval depends 
upon the perviousness of the lumen. From its dura- 
tion the quality and roughly the number of. emboli 
may be deduced. Apparently the prognosis is less 
grave when the interval is short. 

Cases due to penetrating wounds tend to run a 
course somewhat different from that of cases due 
to contusion. In some of the reviewed cases of the 
first type the patients developed pareses of various 
muscle groups and aphasia very soon after the 
wound, but retained consciousness. These patients 
all lived and their symptoms regressed. Others 
were stuporous and hemiplegic from the beginning 
and died quickly. The contusive type of the con- 
dition is characterized particularly by a free in- 
terval. 

In the first period, in addition to complete quiet, 
the cautious use of cardiac tonics is perhaps ad- 
visable to raise the blood pressure. In the rare 
cases in which a definite diagnosis is made early, 
immediate ligation of the carotid may be considered, 
but it is debatable whether, in the absence of 
cerebral symptoms, the risk is justifiable. However, 
when embolic phenomena have once occurred, 
ligation of the carotid accompanied by ligation of 
the jugular vein is indicated. Although this pro- 
cedure will sometimes be unsuccessful, the risk is 
less than that of further emboli. In fact, explora- 
tion of the carotid may be indicated in doubtful 
cases. 

The article contains illustrations and is followed 
by a bibliography. M. E. Morse, M.D. 
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LYMPH GLANDS AND LYMPHATIC VESSELS 


Mitchell, L. A.: 
Variant of Monocytic Leukemia. 
Med., 1935, 8: 1387. 


The recognition of monocytic leukemia as a dis- 
tinct disease is due to recognition of the monocyte 
as an independent cell entity. The theory of cel] 
relationship which advanced this view is now gen- 
erally accepted by hematologists. The author re- 
views the theories regarding the method of forma- 
tion of the monocyte and discusses the three 
theories which have received the widest recognition. 

The unitarians (Maximow) believe that the 
monocyte, in common with the other blood cells, 
takes its origin from the lymphocyte. They see in 
the lymphocyte an element which is relatively un- 
differentiated as to structure and function and 
exists solely to produce other blood cells. The 
dualists (Naegeli) recognize two independent series 
of leucocytes. They believe that the monocyte is of 
myeloid origin, developing from the myeloblast, 
while the lymphocyte is an independent cell type. 
The theory advanced by Cunningham, Sabin, and 
Doan is most generally accepted today. These ob- 
servers recognize three types of leucocytes, each with 
its own characteristic hematopoietic tissue which 
arises from a common mesenchymal rest and stem 
cell. They believe that the monocyte arises in the 
connective tissue from so-called histocytes of the 
reticulo-endothelial system. The monocyte which 
arises from the histocyte of the diffuse connective 
tissues is a still smaller cell than the clasmatocyte. 
The monocyte is phagocytic, but takes up finer 
particulate matter than the clasmatocyte and has an 
affinity for lipoids. 

The author presents a detailed report of the 
clinical history, blood findings, and gross and micro- 
scopic findings at postmortem examination in a 
case of malignant monoblastoma. This variant of 
monocytic leukemia is described for the first time. 
It comes under the classification of leukosarcoma 
and presents an aleukemic and a leukemic phase 
with a terminal blood picture of monocytic leukemia. 
Tn the case reported there was an unusually wide- 
spread, definitely malignant hyperplasia of reticulo- 
endothelial cells. A peculiar feature of the patho- 
logical change was multiple recurring monoblastomas 
which were formed by localized hyperplasia of the 
histocytes of the diffuse connective tissues. In the 
aleukemic phase these nodules constituted the only 
involvement of the reticulo-endothelial system, while 
in the leukemic phase they were accompanied by 
hyperplasia of the reticulo-endothelial cells of the 
stroma of the organs. Since their occurrence ante- 
dated by at least five months both the leukemic 
blood picture and the clinical evidence of reticulo- 
endothelial hyperplasia in the liver and spleen, the 

nodules could not be explained either as localized 
deposits of circulating monoblasts or as _ tissue 
metastases. The author noted a close parallel be- 
tween the course of the condition in this case and 


Malignant Monoblastoma: A 
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SURGERY OF THE BLOOD AND LYMPH SYSTEMS 


the course of malignant lymphoblastoma with 
terminal lymphatic leukemia, a disease of the 
lymphatic system. He states that both conditions 
present a characteristic type of malignant blastoma, 
the spread of which is usually limited to the tissues 
in which it originates, and at least the possibility of 
a terminal leukemia which reflects the character of 
the cells forming the blastoma. 

He concludes that the literature and the case he 
reports tend to substantiate the view that the 
monocyte has a separate origin from other leuco- 
cytes and that monocytic leukemia is a distinct 
disease. HERBERT F. Tourston, M.D. 


Ehrlich, J. C., and Gerber, I. E.: The Histogenesis 
of Lymphosarcomatosis. Am. J. Cancer, 1935, 
24: I. 

The authors first review the history of our knowl- 
edge regarding the development of lymphomas. 
They call attention to the confusion which exists 
concerning the nature of lymphosarcoma and its re- 
lation to sarcoma on the one hand and to lymphoid 
diseases on the other. They then discuss the histo- 
genesis of lymphosarcoma with special emphasis on 
the réle of the reticulum and lymphocytes. 

Biopsy and histological studies of autopsy ma- 
terial in eighteen cases of lymphosarcomatosis re- 
vealed varied histological pictures which could be 
classified into three main groups on the basis of the 
morphological characteristics of the predominating 
cell type. There were found: (1) cases in which 
large, pale cells in reticular arrangement predomi- 
nated, (2) cases showing a mixture of cells, some of 
which were reticular like those in the first group, 
and some of which were free (morphologically the 
free cells resembled immature, large lymphocytic 
cells), and (3) cases in which the lymphosarcomatous 
tissues were composed predominantly of free cells 
of either the immature or the mature lymphocytic 
type. These three types, for descriptive purposes, 
were termed “reticular,” ‘intermediate,’ and 
“lymphocytic,” respectively. 

These types were found to correspond in their 
essential morphological features to the immature, 
intermediate, and mature cells resulting from normal 
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differentiation of the reticulum cell along lympho- 
poietic lines. This similarity, together with evidences 
of the progressive transformation of the less mature 
into more mature cell types in lymphosarcomatosis, 
indicated that the histogenesis of the disease con- 
sists of progressive lymphopoietic differentiation of 
the cytoplasmic reticulum. 

Lymphopoiesis as it occurs in lymphosarcoma- 
tosis manifests blastomatous characteristics. These 
are indicated by the unrestricted growth of the 
tumor masses aad the atypism of the cells. 

Lymphosarcomatosis arises in a region of lymph 
nodes, from which it extends to other regions of 
lymphatic tissue and other organs in progressive 
fashion. The spread occurs by direct local extension 
and by metastasis via the lymphatics and the blood 
stream. In addition, there occurs an autochthonous 
formation of lymphosarcomatous foci in many cen- 
ters of lymphatic tissue. This autochthonous origin 
is evident in partially involved nodes, where inter- 
mediate stages in the formation of these foci from 
local reticulum cells may be observed. In two of the 
authors’ ‘cases it was demonstrated by diffuse in- 
volvement of the malpighian follicles of the spleen. 

As a result of these modes of spread, many cases 
of lymphosarcomatosis show, in their late stages, a 
widespread involvement of the lymphatic tissues 
(with the exception of the spleen) and of other or- 
gans. 

Lymphosarcomatosis differs from the true sar- 
comas in its simultaneous origin in various lymph 
nodes in one region, its autochthonous mode of 
spread, and its tendency to be restricted to one type 
of tissue. It bears certain resemblances to lym- 
phadenosis, such as identical histogenesis, restric- 
tion to lymphatic tissue, and systematization. 
Nevertheless, its focal origin, the more aggressive 
character of its growth, its focal involvement of 
lymph nodes, and its limited systematization 
classify it as a blastomatous disease of lymphatic 
tissue whereas lymphadenosis is of a hyperplastic 
character. From the oncological point of view, 
lymphosarcomatosis may be classified as a blasto- 
matous disease in the group of hemoblastoses. 

Howarp L. Att, M.D. 
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SURGICAL TECHNIQUE 


OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


Friedrich, H.: The Operative Risk in Cases of 
Hemophilia (Ueber das Operationsrisiko bei 
Haemophilen). Chirurg, 1935, 7: 73- 


Knowing that his patient is a bleeder, it is some- 
times difficult for the surgeon to decide whether the 
risk of hemorrhage from an indicated operation is 
greater or less than that of withholding operative 
treatment. This decision involves grave responsi- 
bility. There are no general rules. Statistics on the 
risk of fatal hemorrhage in hemophiliacs have not 
yet been reported in the literature. Such statistics 
should be based only on the cases of known bleeders 
and should not include cases in which the anatomical 
conditions are particularly favorable for the control 
of hemorrhage. 

The author reports three cases and attempts to 
establish rules of a general and particular nature 
with regard to the indications for operation in 
hemophilia. He estimates the risk of fatal hemor- 
rhage to be about 35 per cent and therefore con- 
cludes that in the presence of hemophilia operation 
should be performed only for conditions which 
certainly, or in all probability, will cause death in a 
limited period of time if they are not treated 
surgically. He states that in appendicitis operation 
should be attempted only when peritonitis has 
already developed or is threatening, and in ileus 
and gastric ulcer, it should be considered only 
after all other methods of treatment have proved 
unsuccessful. In cases of gastric carcinoma and 
malignant tumors in general operation is inadvis- 
able. Joints and other skeletal structures should be 
subjected only to incision or puncture for acute 
suppuration. In cases of hematoma, operation 
should usually be avoided. The question as to the 
value of blood transfusion or the administration of 
natein preparations as pre-operative treatment in 
cases of hemophilia cannot yet be answered. The 
electric knife offers no advantages. The question 
as to whether bleeders with greater risk of hemor- 
rhage can be differentiated from those with less risk 
on the basis of examination or the previous history 
cannot be answered with certainty. 

(HEINEMANN-GRUEDER). LEo M. ZrmMERMAN, M.D. 


Trusler, H. M., and Cogswell, H. D.: The Question 
of Homoplastic Skin Grafting. J. Am. M. Ass., 
1935, 104: 2076. 

There is much controversy regarding the trans- 
ference of skin from one individual to another in 
spite of the fact that practically all recent scientific 
observation has proved this type of graft unsuccess- 
ful. After citing a number of contradictory reports 


from the literature the authors present their observa- 
tions in five cases. In most of the cases the grafts 
adhered and appeared to take, but later sloughed 
off. Subsequent healing was delayed by the un- 
healthiness of the remaining granulations. What- 
ever infection appeared seemed to be of low grade 
and secondary to the necrosis. 

The authors conclude that the grafts fail because 
of some biological incompatibility, and that such 
grafting is useless, deleterious, and unnecessary. 

Tuomas W. STEVENSON, M.D. 


Frimann-Dahl, J.: Postoperative Roentgen Exami- 
nations. 1. Diaphragmatic Excursions and the 
Postoperative Venous Flow (Postoperative Roent- 
genuntersuchungen. 1. Diaphragmabewegungen 
und der postoperative Venenstrom). Acta chirurg. 
Scand., 1935, 76; Supp. 36. 

The importance of slowing of the blood flow in 
the development of thrombosis is generally conceded. 
Movements of the diaphragm are thought to play a 
part in regulating the rate of venous return. The 
author studied the range of diaphragmatic excursion 
before and after operation by X-ray examination. 
In a series of twenty cases in which an abdominal 
operation was performed he found a significant 
diminution in the range of motion on the first day 
which was followed by gradual restoration to the 
normal over a period of twelve days. The restriction 
of motion was most pronounced following operations 
on the upper abdomen. The type of anesthetic used 
played no part. Two factors are responsible for the 
inhibition of diaphragmatic excursion—peritoneal 
pain and meteorism. The former was found to be 
the more important. Forced respiration and in- 
creased depth of inspiration following carbon-dioxide 
inhalation were correspondingly reduced following 
operation. 

Direct determination of the rate of venous flow 
in the lower extremities was made by X-ray exam- 
ination after the injection of perabrodil. Prolonged 
bed rest, even in the cases of patients not operated 
upon, caused delay in the emptying of the large 
veins of the leg. After major operations there was 
a pronounced retardation of the venous flow which 
in some cases amounted to almost complete cessa- 
tion. The change was most marked on the second 
postoperative day and persisted during the entire 
period of recumbency. It was less marked after 
thoracic operations, and absent following thyroidec- 


tomy. 

The delayed venous emptying did not coincide 
with the inhibition of the diaphragmatic excursions 
and can therefore not be attributed to the decreased 
mobility of the diaphragm. More important factors 
were meteorism, which increased intra-abdominal 
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tension and produced venous stasis, and the muscu- 
lar inactivity of the patient. The latter acted 
locally by delaying return from the extremities, and 
generally, by reducing the total quantity of circu- 
lating blood and the rate of the circulation. Eleva- 
tion of the leg or muscular contractions caused rapid 
emptying. Carbon-dioxide inhalation also accel- 
erated the rate of blood flow. 

The saphenous vein was found to empty more 
rapidly than the femoral vein, and in some instances, 
retrograde filling of the femoral vein occurred follow- 
ing injection into the saphenous vein. Thrombosis 
occurred in two cases in which the venous flow was 
slowed. However, the fact that it did not occur in 
others in which the circulation was retarded indicates 
that other factors besides slowing of the circulation 
are active in the development of thrombosis. In 
one instance a latent thrombosis was manifested by 
a filling defect in the femoral vein. 

To prevent slowing of the venous flow as prophy- 
laxis against thrombosis, the author suggests eleva- 
tion of the patient’s legs or of the foot of the bed, 
active motion, and massage. He states that venous 
flow may be accelerated by the administration of 
thyroid and carbon-dioxide inhalation. 

Leo M. ZrmmerMAN, M.D. 


Pompe, J. C.: A Case of Fatal Air Embolism After 
an Intravenous Injection in the Region of the 
Elbow (Un cas d’embolie gazeuse mortelle sur- 
venue 4 la suite d’une injection intraveineuse pra- 
tiquée au niveau du pli du coude). Ann. d’anat. 
path., 1935, 12: 723. 

The case reported was that of a woman twenty-one 
years of age who was being treated for pulmonary 
tuberculosis with sanocrysine given intravenously. 
Death occurred suddenly after an injection into the 
median vein in the bend of the elbow. The diagnosis 
of air embolism was confirmed at autopsy. When 
the thorax was opened with all necessary precau- 
tions and the pericardium incised the right auricle 
was found dilated but of soft consistency, and the 
blood aspirated by a pipette showed numerous air 
bubbles. Puncture of the auricle under water pro- 
duced considerable bubbling. Blood cultures were 
negative. 

In a review of the literature the author was able 
to find reports of only four other cases in which air 
embolism resulted from the opening of a vein in the 
elbow. While such accidents are exceedingly rare in 
intravenous injections, it must be recognized that 
they may occur. The air evidently enters the vein 
with the fluid. AuicE M. MEYERS. 


Delarue, J., Justin-Besancon, L., and Bardin, P.: 
An Anatomical and Study 
of Pulmonary Infarct of Embolic Origin (Con- 
tribution a l’étude anatomo- et physio-patho- 
logique des infarctus du poumon d’origine emboli- 
que). Ann. d’anat. path., 1935, 12: 681. 


The authors report a study of pulmonary in- 
farcts experimentally induced in dogs by the in- 
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jection of beads of enamel (without lead) or of 
paraffin into the external jugular vein on the right 
side. The dogs were killed at varying intervals 
after this procedure. It was found that immediately 
after the injection of the embolus there was an in- 
tensive congestion of a large zone of the parenchyma 
of the lung, sometimes of the entire lung. This con- 
gestion involved both the arterial and the venous 
vessels, but especially the interalveolar capillaries. 
It was most marked in a circumscribed area, de- 
pending upon the artery obliterated. In this zone 
hemorrhagic suffusions and intra-alveolar edematous 
transudation were found. 

After a few hours the focal lesion became more 
definitely circumscribed and the diffuse congestion 
subsided. In the area of the obliterated pulmonary 
artery, edema and diapedesis of leucocytes per- 
sisted, but the hemorrhagic suffusion was the pre- 
dominant lesion. 

After forty-eight hours the typical hemorrhagic 
infarct was formed. This was a massive homo- 
geneous infiltration of blood in one or more lobules 
of the lung. It involved not only the alveoli, but 
also the adventitia of the arteries and veins in and 
around the area of infarction. At the same time 
beginning necrosis of the lung parenchyma was ob- 
served. After about ten days the limits of this 
lesion were definitely defined. The parenchyma 
around it appeared practically normal and the 
diffuse congestion and edema had entirely disap- 
peared. The lesion showed a beginning sclerosis. 

The appearance of the hemorrhagic infarct sug- 
gests a sudden vasodilatation of the capillaries. 
This leads the authors to suggest that pulmonary 
infarct is of vasomotor origin, However, they have 
not been able to determine the nature of the vaso- 
motor reflex. Further experiments showed that in 
dogs section of the vagosympathetic trunk, and, in 
rabbits, unilateral section of the pneumogastric 
nerve, of the sympathetic, and of Cyon’s nerve 
produced pulmonary lesions with congestion, hemor- 
thagic suffusion, edema and sometimes hemor- 
rhagic foci. In rabbits, section of the pneumo- 
gastric in the neck, and especially chemical irri- 
tation of the cervical sympathetic, had the same 
effect. There was a very marked resemblance be- 
tween the lesions so produced and those observed 
in the process of formation of a typical hemorrhagic 
infarct. These findings support the authors’ theory 
that pulmonary infarct results from a sudden dis- 
turbance of the sympathetic and vasomotor equi- 
librium of the lung. Atice M. MEvERs. 


ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 


Eliot, E., Jr., and Easton, E. R.: Gas Gangrene. 
Ann, Surg., 1935, 101: 1393. 


The authors distinguish the following five types 
of gas infection of wounds: (1) the localized type, 
(2) the slowly spreading type, (3) the type involving 
a single muscle or a group of muscles, (4) the type 
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involving the entire extremity, and (5) the fulmi- 
nating rapidly fatal type. 

Gas gangrene is to be suspected in all traumatic 
wounds in which a disturbance of the main and 
collateral circulation is associated with considerable 
injury to muscle and bone. It may follow also 
simple lacerations and burns. 

The condition is manifested clinically by undue 
pain in a wound from one to four days after the 
initial trauma. The wound is brownish and angry 
looking. There is a serous discharge with a charac- 
teristic mousy odor. Later, crepitation is noted on 
palpation of the tissue and there is a liquefied fatty 
discharge. Roentgenograms will show the gas bub- 
bles. Bacteriological examination will identify the 
organism. 

The authors review fifteen cases—three of Type 1, 
two of Type 2, three of Type 3, six of Type 4, and 
one of Type 5. The mortality was 20 per cent. 

The initial trauma ranged in severity from exten- 
sive injury to the simplest laceration. In many 
cases the condition was due to cuts from glass. In 
one case the gangrene followed an injection of 
varicose veins for ulcer. In 80 per cent of the cases 
the lower extremity was involved. The number of 
days after the initial trauma before the appearance 
of symptoms was about four. The characteristic 
mousy odor was noted in twelve cases. Crepitation 
and the escape of gas occurred in all. Extreme pain 
out of proportion to the wound injury was present 
in eleven cases. 

At operation, pathological changes in muscle 
tissue were found in fourteen cases. The muscles 
had a mahogany red or boiled ham appearance 
depending upon the degree of involvement. In more 
advanced cases necrosis of the tissues was found. A 
progressive anemia was characteristic of the blood 
picture until the infection subsided. Syphilis or 
pregnancy existing at the time of the occurrence of 
the infection did not alter the clinical picture in any 
way. 

All wounds with impaired circulation and de- 
struction of tissue should be considered as poten- 
tially gas infected and treated by careful débride- 
ment with the removal of all foreign material, 
absolute hemostasis, and the establishment of 
adequate drainage. The discharge from the wound 
should be carefully watched and cultured for the 
gas bacillus. Antiserum should be used early. 

Amputation is indicated when the main circulation 
is definitely obstructed and viability of the limb is 
impossible. It is indicated also when acute symp- 
toms of gas infection appear from twenty-four to 
forty-eight hours after trauma to a limb causing 
extensive lacerations of tissue, joint destruction, or 
considerable comminution of bone. Conservative 
treatment is preferable when the incubation period 
is long, the blood supply is good, and the progress of 
the infection is slow. In civil surgery, the skin-flap 
method with a high amputation is suitable. After 
thirty-six hours the flap is turned down over the 
denuded area. If amputation is not done multiple 
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incisions are made, the necrotic tissue is removed, 
and the wound is dakinized. 

Supportive measures such as the administration 
of fluid by intravenous injection and hypodermocly- 
sis are indicated. Transfusions of from 300 to 500 
c.cm. of blood are of value. Injections of the spe- 
cific antiserum or polyvalent antiserum are given 
to prevent or control extension of the infection. 

BenjAMIn G. P. SHarrrorr, M.D. 


Meleney, F. L.: Zinc Peroxide in the Treatment of 
Micro-Aérophilic and Anaérobic Infections. 
With Special Reference to a Group of Chronic, 
Ulcerative, Burrowing, Non-Gangrenous Le- 
sions of the Abdominal Wall Apparently Due 
to a Micro-Aérophilic Hemolytic Streptococ- 
cus. Ann. Surg., 1935, 101: 997. 


The author presents a group of six cases of chronic, 
ulcerative, burrowing, non-gangrenous lesions of the 
abdominal wall apparently due to a micro-aérophilic 
hemolytic streptococcus. The lesions in the last 
three cases responded strikingly to local treatment 
with zinc peroxide. 

The first patient was a man who was admitted to 
the Presbyterian Hospital, New York City, with a 
chronic ulcer of the right groin which followed the 
incision of an inflamed inguinal gland and had ex- 
tended down beneath the crease of the groin into the 
thigh and scrotum. The use of numerous antiseptic 
solutions and salves failed to control the infection. 
Incision, excision, and skin grafting were unsuccess- 
ful. Salvarsan, tartar emetic and transfusions were 
given without avail. After nineteen months of illness 
the patient died with a sudden hemorrhage from the 
erosion of a pelvic artery. 

The second patient was a woman seen at the 
Miseracordia Hospital, New York City. She had de- 
veloped a pelvic abscess which worked up toward 
the right lower quadrant following a posterior 
colopotomy and celiotomy for ectopic pregnancy. 
When this abscess was incised the drainage persisted 
for months. Gradually the margins of the wound be- 
came undermined. An ulcer developed in the groin 
and spread slowly in all directions. Neighboring 
areas of skin became thinned out, and perforations 
which developed from beneath grew larger and fused 
with the main ulcer. Every local and general medic- 
ament thought of was applied. The patient finally 
developed amyloid degeneration of the liver, spleen, 
and kidneys and died of peritonitis following an 
attempt at excision of the whole process two and a 
half years after the onset of the infection. 

The third case was seen in the Roosevelt Hospital, 
New York City. The patient was a woman who had 
had a painful mass in the left lower quadrant of the 
abdomen for a month. At operation a peritoneal 
abscess was found and was drained both directly and 
by a counter-incision in the flank. The abscess con- 
tinued to discharge profusely for nine months in 
spite of all kinds of general medical, local antiseptic, 
and operative treatment. The skin below the origi- 
nal site finally became undermined and the infection 
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began to spread subcutaneously and to form an 
ulcer. Three weeks later the skin perforated from 
beneath and a secondary ulcer formed. The author 
advised a radical excision, but as improvement then 
began radical procedures were postponed and ultra- 
violet-ray treatment was given. The sinuses con- 
tinued to drain for seventeen months longer and 
then closed spontaneously. The course of the con- 
dition lasted twenty-six months. 

The fourth case was seen in St. Michael’s Hos- 
pital, Newark, N. J. The patient was a woman who 
had been subjected to an interval appendectomy a 
year previously. The wound became infected and, 
instead of healing, continued to discharge. After six 
months the infection began to undermine the skin 
and caused the formation of a large ulcer which 
gradually enlarged by a process of undermining and 
liquefaction of the margin. Excision of the under- 
mined flap failed to stop the progress of the lesion. 
Vaccines and filtrates were of no avail. Antimony 
had no effect. Maggots were tried and nearly drove 
the patient insane by their activity. Her morale was 
completely shattered. The pain in the wound could 
hardly be controlled with large doses of morphine. 
Cultures from the lesion yielded a pure culture of a 
hemolytic streptococcus which would only grow 
anaérobically. In the previous cases this organism 
had been present in mixed culture. It was now ap- 
parent that this was probably the causative organ- 
ism. Its preference for an anaérobic environment 
suggested the use of a peroxide to inhibit its activity. 
Clarke and Miller, of the Department of Biological 
Chemistry, Columbia University, were asked if they 
could suggest a peroxide that would yield its oxygen 
over a relatively long period of time rather than give 
it off abruptly. After some deliberation they sug- 
gested zinc peroxide. A creamy suspension of the 
powder was made in sterile water and applied to the 
wound. Within three days a favorable reaction was 
apparent. By the end of a week the appearance of 
both the patient and the wound had changed. The 
patient’s morale was restored, the fever and pain 
subsided, and the undermined flaps began to ad- 
here. As soon as the flaps were sealed down, new 
skin began to grow in from the margins. Soon it 
was possible to apply skin grafts. The use of the 
zinc peroxide was then stopped. The wound healed 
over rapidly except for two small areas in the groin 
where the skin margin was rolled in. In one of these 
areas a sinus was beginning to form. This sinus per- 
sisted for several months after the patient left the 
hospital. She finally came over to the author’s 
laboratory for a culture to be taken directly from 
the sinus. The micro-aérophilic hemolytic strep- 
tococcus was again found deep down in the sinus. 
Following careful application of the zinc peroxide to 
the depths of the sinus the sinus finally closed. 

The fifth case was that of a negress who was ad- 
mitted to a ward of the Sloane Hospital, New York 
City. The condition followed a hysterectomy per- 
formed after a dilatation and curettage. The 
abdominal wound became infected, and for two 
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months large quantities of pus drained from three 
sinuses. When an anaérobic bacteriological study 
was made, the micro-aérophilic hemolytic strepto- 
coccus was found in pure culture. The sinus was 
injected with a watery suspension of zinc peroxide 
and a roentgenogram made to determine its extent. 
The zinc outlined the cavity and tract clearly. It 
revealed large subcutaneous pockets on either side 
and a sinus extending deep into the pelvis. The 
sinus openings were connected by an incision and 
the subcutaneous pockets laid bare. Thereafter, the 
wound was irrigated daily with saline solution, and 
zinc peroxide suspended in 1 per cent gelatin was 
instilled. It was soon impossible to enter the sinus 
tract with even a small catheter, but a roentgeno- 
gram disclosed a large mass of fragmented zinc 
peroxide deep in the pelvis. Judged from its frag- 
mented appearance, this was probably a portion of 
the peroxide originally injected in the watery sus- 
pension. The mass was obviously behind the rec- 
tum. After its evacuation from the rear the wounds 
healed promptly. 

The sixth case was that of a woman seen at the 
Beth Israel Hospital, New York City. One year 
previously the patient had been subjected to hys- 
terectomy. The wound became infected and the 
drainage site gradually became a chronically drain- 
ing sinus. Various antiseptics were used without 
avail. Gradually the sinus began to undermine and 
spread. Several attempts were made to halt the in- 
fection by conservafive excisions, but it became 
continuously worse. Secondary closure was finally 
attempted, but broke down. The patient was then 
transferred to a ward of the Presbyterian Hospital. 
The undermining then extended down into the vulva 
and out in the flanks. Bacteriological examination 
again revealed the micro-aérophilic hemolytic strep- 
tococcus. The wound was thereupon treated at once 
with a suspension of zinc peroxide in a 5 per cent 
sodium pyrophosphate solution which suspends the 
heavy powder even better than gelatin and does not 
favor the growth of other organisms. Very promptly 
the fever subsided, the patient felt better, and the 
wound began to heal. The re-entrant angles slowly 
but progressively closed and the skin became ad- 
herent. The rolled-in margins were trimmed off and 
in a short time it became possible to plant skin 
grafts in the center to test their ability to survive 
in the presence of exudate. The skin grafts grew 
nicely and soon fused. A little later the whole sur- 
face was covered with grafts and the wound promptly 
healed. 

From these brief case abstracts a composite pic- 
ture of this clinical entity may be outlined as 
follows: 

The characteristic features of the infection begin 
gradually. What appears to be an ordinary drain- 
age tract from a deep or subcutaneous abscess fails 
to follow the usual course of healing. The skin mar- 
gins become undermined and the edges roll in 
There is no gangrene but a gradual liquefaction of 
the skin margins with the production of a progres- 
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sive ulcer. Daughter ulcers form either by liquefac- 
tion of the skin from beneath or by the introduction 
of the organism from without. Sinuses form as the 
infection burrows down between the muscles. In 
lesions of the lower part of the abdomen the under- 
mining frequently spreads down toward the groin or 
the pubic region, extending into the vulva or 
scrotum or beneath the crease of the groin into the 
thigh. In these regions it may extend inward, dis- 
secting beneath the muscles and forming deep 
sinuses into the pelvis. Occasionally one margin 
shows a spontaneous tendency to heal. However, 
instead of progressing steadily, the margin of the 
new epithelium may suddenly become clear-cut and 
remain stationary for a long period of time or rapidly 
melt away. 

- In most cases the lesion is only moderately pain- 
ful, but in some the pain may be excruciating. There 
is usually a daily rise in the temperature to between 
ror and 103 degrees F. This fluctuates markedly 
from week to week. During the periods of fever the 
patient is usually greatly prostrated. In the course 
of time the lack of response to treatment brings 
great discouragement and gradually breaks down 
the patient’s morale sometimes to such a degree that 
the patient expresses a desire to commit suicide. 
After months or years of suppuration the lesion oc- 
casionally heals spontaneously, but as a rule the 
ulcer spreads and the sinuses burrow deeply and 
cause death from the erosion of a large vessel or the 
gradual development of amyldid degeneration of the 
liver, spleen, and kidneys. 

The only effective treatment yet found is the 
daily application of zinc peroxide. This has been 
found to kill the causative organism also in vitro. It 
must be thoroughly applied to every part of the 
infected surface. Under such treatment the sinuses 
will close, the undermined flaps will heal, and new 
skin will grow in from the margins. The defect may 
then be closed with skin grafts. 
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The essential organism in the infection is a hemo- 
lytic streptococcus which prefers an anaérobic en- 
vironment. Its immediate source is probably the 
intestinal tract or the vagina. In four of the six 
cases reported it could be obtained only by anaérobic 
cultivation. In two of these it was present in pure 
culture. In two of the long standing cases it was 
found with aérobic cultivation. However, even when 
it was obtained aérobically it was found to grow 
very much better anaérobically. After artificial cul- 
tivation on meat medium, it gradually takes on 
aérobic properties and after a few generations will 
grow on the aérobic plate. It shows the usual cul- 
tural characteristics of beta hemolytic streptococci. 
It may have been originally an ordinary aérobe 
which adapted itself to the anaérobic environment 
of the intestinal tract. 


ANESTHESIA 


Dassen, R.: Pyramidal Syndrome Following Spinal 
Anesthesia (Sindrome piramidal consecutivo a una 
raquianestesia). Semana méd., 1935, 42: 1145. 


Sequele of nervous origin following spinal anes- 
thesia, such as paraplegia, radicular neuralgia, 
ophthalmoplegia, and encephalitis with mental con- 
fusion, are well known. The condition reported by 
the author is not seen frequently and presents con- 
siderable difficulty in diagnosis. The author’s pa- 
tient had been subjected to an operation for hydatid 
cyst of the kidney performed under spinal anesthesia 
induced according to the usual technique of the 
service without incident. The first disturbances 
consisted of weakness of the left arm and leg, 
exaggerated reflexes, and mental confusion. The 
blood pressure was normal and the Wassermann test 
negative. The condition progressed to a left sided 
hemiplegia, but this cleared up within a period of 
one month under only symptomatic treatment. 

R. MEEKER, M.D. 
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RADIUM 


Schreiner, B. F., Reinhard, M. C., and Wehr, 
W. H.: Telecurietherapy. Am. J. Cancer, 1935, 
24: 386. 

‘“Telecurietherapy” is defined as the treatment of 
malignant tumors with gamma rays from radium 
at a distance from the skin. The applicators are 
referred to as “cannons,” “packs,” or ‘‘bombs.” 
The author prefers the term “pack.” 

In general, the more deeply situated the malignant 
process the greater should be the distance between 
the radium and the skin. However, the intensity 
reaching the skin decreases as the square of the 
distance employed. Large quantities of radium 
must be used with the greater distances. The field 
may be circular, square, or rectangular, and from 
25 to 100 sq. cm. in area. A primary filter of 
platinum should be supplemented by a secondary 
filter at the bottom of the treatment cone. Records 
of the dosage used in telecurietherapy should state 
the filter, the distance, the amount and distribu- 
tion of the radium, the time of the treatments, the 
time interval between the treatments, and the rate 
of the dosage. The authors have adopted the X-ray 
unit of intensity, the roentgen, as a unit of gamma- 
ray intensity although they recognize that inves- 
tigators do not agree that gamma rays can be 
measured in the same way as X-rays. They present 
tables of intensity showing the percentage of the 
depth dosage up to 20 cm. with the use of their 
new pack of from one to three sections and as com- 
pared with the 4-gm. pack at various distances. 
The table is accompanied by isodose charts. 

When the lesions are located at or near the sur- 
face, one field of application is sufficient. An illus- 
trative carcinoma of the dorsum of the hand is 
described and shown in a photograph. Deeper 
lesions such as those of the pharynx and naso- 
pharynx require two or three ports of entry for 
thorough irradiation. Illustrative cases are re- 
ported with isodose charts for this type of therapy. 
In cases of lesions deep in the pelvis the amount of 
irradiation reaching the lesions is usually inade- 
quate or the time required for the treatment is so 
long as to be almost prohibitive. 

The authors call attention to the three-section 
pack designed by Reinhard and Goltz. This pack 
with three converging beams radiates actively from 
4 to 12 cm. below the skin surface. Each section of 
the pack contains 1.5 gm. of radium and irradiates 
a separate portion of the skin. Isodose charts from 
the three-section pack are shown. 

In a case of advanced uterine carcinoma with 
fixation of the uterus the tumor yielded to twenty- 
five days of therapy with the delivery of 5,500 r to 
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each of four skin areas. The tumor dose was 4,508 
r. Biopsy showed disappearance of the tumor in 
thirty-five days. Photomicrographs of the lesion 
are presented. A bladder tumor treated by the 
same technique with 5,060 r disappeared within 
two months after the treatment. In a case of adeno- 
carcinoma of the rectum accompanied by epider- 
moid carcinoma of the anus in which 4,641 r were 
given with the three-section pack all evidence of the 
tumor disappeared within three months after the 
treatment. It is emphasized that the only treat- 
ment given in these cases was external irradiation. 
A. James Larkin, M.D. 


Cole, H. N., and Driver, J. R.: Radium Dosage and 
Technique in Carcinoma of the Skin; with 
Special Reference to Interstitial Irradiation 
with Platinum-Iridium Needles. Am. 
Roentgenol., 1935, 33: 682. 


This article deals with the use of platinum-iridium 
needles in selected cases of skin malignancy. The 
needles contain one, two, or three cells 15 mm. in 
length. Each cell contains 1 mgm. of radium and 
has a wall thickness of 0.5 mm. For the treatment of 
small lesions the authors prefer parallel insertion of 
the needles 1.0 cm. apart. In cases of large growths 
the wheel-spoke arrangement is satisfactory. The 
silk sutures are soaked in 5 per cent acriflavin to pre- 
vent their digestion by the tissues during the seven- 
day application. Vaseline-gauze dressings are ap- 
plied daily. The dosage delivered varies from 116 to 
160 mgm.-hrs. per cubic centimeter. The patient 
rarely experiences any discomfort while the needles 
are in the tissues. 

The reaction appears about a week after the be- 
ginning of the treatment, and healing is complete 
after about six weeks. Overdosage may delay heal- 
ing for several months. 

The advantages of radium irradiation over other 
methods are listed as follows: 

1. Homogeneous irradiation of the entire area in- 
volved. 

2. Continuous irradiation to catch the cells in 
mitosis. 

3. Prevention of the development of radioresist- 
ance by a single treatment. 

i The absence of severe caustic reactions in the 
skin. 

5. The absence of complications in bone and 
cartilage. 

6. Accurate dosage. 

7. The applicability of interstitial irradiation 
after failure of surface types of treatment. 

8. The constant intensity of irradiation in the 
needles as compared with the decreasing intensity in 
the case of radon. 
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9. The possibility of treating extensive areas when 
great difficulty would be experienced by external 
irradiation alone. 

The only serious disadvantage is the necessity of 
hospitalization. 

The selection of cases is based upon the following 
classification: (1) rapidly growing or advanced 
prickle-cell carcinoma, (2) extensive basal-cell car- 
cinoma of long standing, (3) deeply growing resistant 
types of carcinoma with marked fibrosis, (4) malig- 
nancies over bony prominences, (5) lesions in prox- 
imity to cartilage, (6) extensive lesions overlying 
fascia, (7) recurrences following surgical or electrical 
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methods, (8) malignancy in scars resulting from 
burns, and (9) recurrences following other types of 
irradiation. 

The rarely occurring metastases from these lesions 
are amenable to interstitial irradiation. These treat- 
ments are supplemented by external irradiation with 
the X-rays or Columbia-paste radium packs. The 
hazard of injury to large vessels is overestimated. 
Exposure of the nodes by operation is recommended. 

The authors conclude that prolonged interstitial 
irradiation with heavily filtered platinum radium 
needles is the treatment of choice in certain cases of 
skin carcinoma. A. James Larkin, M.D. 
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CLINICAL ENTITIES—GENERAL PHYSIO- 
LOGICAL CONDITIONS 


McMullin, J. J. A.: Amebiasis and Its Surgical 
Complications. U.S. Nav. M. Bull., 1935, 33: 
313. 

Amebic dysentery, considered a tropical disease, 
is now known to be endemic in the United States. 

The history of amebiasis from the discovery by 
Lambl in 1859 of amebz in the stools of a child with 
diarrhea to the discovery of the pathogenic enda- 
meba histolytica by Schaudinn is reviewed. 

The malady is disseminated by fecal contamina- 
tion of water, milk, or food from a small focus. The 
carrier may be healthy or a convalescent from acute 
amebic dysentery. The encysted ameba requires 
moisture for its continued ability to reproduce the 
disease. It may remain viable for several weeks in 
water and longer in fecal discharges. Contamina- 
tion of drinking water by siphonage from defective 
plumbing was found to be a cause of the recent 
Chicago epidemic. 

According to the investigations of Walker and 
Sellards, the incubation period averages sixty-four 
days. In the Chicago epidemic the shortest incuba- 
tion period was five days and the longest ninety-five 
days. 

The endameba histolytica infects its human host 
in the encysted form. In the terminal ileum and 
colon, its envelope is dissolved, discharging young 
amebe which penetrate the mucosa of the bowel by 
means of their cytolytic ferment. From the ulcers 
they produce the amebe pass by way of the portal 
vein to the liver where a similar coagulation necrosis 
occurs, causing the forming of centrifugally enlarg- 
ing abscesses containing necrotic liver cells, blood, 
and bile. The most severe complications result from 
perforations of the intestine and rupture of the liver 
abscesses. 

The most common surgical complications are per- 
foration of the bowel following a fulminating infec- 
tion and liver abscess with rupture of the abscess 
into an adjacent cavity or hollow viscus. Among 
other complications which may occur are pulmonary 
abscess, amebic granulomas of the colon suggesting 
‘arcinoma, polyposis of the colon, cerebral abscess, 
and phagedenic skin lesions. 

The diagnosis of amebic abscess of the liver is 
dificult. It depends upon a history of antecedent 
dysentery together with fever, sepsis, and pain in 
the upper part of the abdomen on the right side 
associated with demonstrable enlargement of the 
liver and positive X-ray findings. A search for 
amebe in fresh warm stools should be made. 

The medical treatment of the common and severe 
types of amebiasis and of hepatatis and abscess of 


the liver is presented in outline. The surgical treat- 
ment of amebic liver abscess includes the adminis- 
tration of emetine as described (never carbasone in 
the presence of liver damage) and local treatment of 
the abscess preferably by aspiration, repeated if 
necessary, together with irrigation of the cavity with 
4 02. of a 1:2,000 solution of emetine hydrochloride. 
Open operation may become imperative, but has a 
mortality of 30 per cent. The mortality of aspira- 
tion is 2 per cent. J. Epwin Kirkpatrick, M.D. 


Martin, H. E., and Stewart, F. W.: Spindle-Cell 
Epidermoid Carcinoma. Am. J. Cancer, 1935, 24: 
273. 

The authors discuss especially spindle-cell epi- 
dermoid carcinomas occurring in the zone including 
and surrounding the lip. They state that tumors 
with somewhat similar histological characteristics 
have been found in the larynx, esophagus, lung, 
cervix, bladder, and urethra. 

They report eight cases of spindle-cell epidermoid 
carcinoma, discussing the etiology, clinical features, 
treatment, and end-results. The incidence of the 
tumors in males and females was about equal. The 
youngest patient was thirty and the oldest sixty- 
four years old. The average age was forty-five years 
whereas the average age of patients with carcinoma 
of the skin in general is fifty-eight years. The au- 
thors state that no particular significance should be 
attributed to this relatively early age incidence of 
epidermoid carcinoma as the precancerous skin 
changes giving rise to this tumor are most apt to 
begin in early adult life. 

Spindle-cell carcinoma is undoubtedly most often 
a variety of scar-tissue cancer. In the cases re- 
viewed the most frequent causes of scarring were: 
(1) repeated applications of lightly filtered low- 
voltage roentgen irradiation; (2) the use of the ac- 
tual cautery or endothermy; (3) radium irradiation; 
and (4) a contused wound, possibly complicated by 
a foreign body. 

The purely epithelial origin of the tumor cells in 
these spindle-cell epidermoid carcinomas has been 
generally recognized in Europe but not in the United 
States. 

The importance of roentgen and other forms of 
irradiation in the genesis of these tumors is apparent 
from the authors’ cases and from the literature. The 
impression has been gained that the pre-existing 
roentgen cicatrix accentuates the spindle-cell mor- 
phological characteristics of the invading tumor 
cells by pressure. 

Spindle-cell metaplasia in epidermoid carcinoma 
producing lesions microscopically resembling sar- 
coma is not confined to tumors arising after various 
forms of irradiation. 
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It appears from the authors’ material that the 
histogenesis of these spindle-cell epidermoid car- 
cinomas is far from uniform. The neoplasms may 
arise in either the unbroken skin or the edge of a 
chronic ulcer. In the unbroken skin the growth 
seems to begin in the deeper layers of the dermis and 
appears first as a firm, rounded nodule incorporated 
in the skin. As the nodule increases in size, it be- 
comes raised and rounded. As a rule it does not 
ulcerate until it has reached a size of from 1 to 1.5 
cm. When the tumor begins in the edge of a chronic 
ulcer or recurs in an open wound after incomplete 
removal, there is usually a rapid fungation with the 
formation of a cauliflower-like mass. The ulcerated 
surface of spindle-cell carcinoma presents the 
smooth, glistening, bluish-red appearance of sar- 
coma rather than the roughly granular, sometimes 
nodular, pinkish-red appearance so characteristic 
of carcinoma. 

The subcutaneous tissues offer very little re- 
sistance to the local spread of the tumor, which 
invades without causing displacement of the tissues 
to a greater extent than does squamous or basal-cell 
carcinoma. 

On the whole, the progress of the disease is apt to 
be slow and gradual, but some cases pursue a rapid 
course, with metastasis, and terminate fatally in less 
than a year. Local recurrences are very common 
after any form of treatment. 

According to the authors’ experience, spindle-cell 
carcinomas are not radiosensitive. The heaviest 
doses of radon implants have failed to produce 
sterilization of the tumor bed and have permitted 
recurrences after the main bulk of the tumor had 
undergone radionecrosis. 

In many instances, local excision by the scalpel is 
difficult or impossible because of the scarred, in- 
elastic, and relatively avascular character of the 
tissues in which the tumor is situated. In cases in 
which the growth is attached to underlying bone, 
the use of the actual cautery or endothermy may 
appear to be the most feasible method for surgical 
extirpation. Unfortunately, however, the use of 
these cautery methods has invariably been followed 
by local recurrence or the development of a new 
tumor. Since the growth always arises in scarred 
tissues, any cautery method, by exciting the fibro- 
blastic activity of the tissues, may be responsible for 
the development of an entirely new tumor in an area 
condemned to carcinogenesis. 

If the lesion is movable over underlying structures, 
surgical excision is undoubtedly the treatment of 
choice. For cases in which the growth infiltrates 
widely into the subcutaneous tissues, the authors 
recommenda far wider local removal than is necessary 
in other forms of epidermoid carcinoma. 

Block dissection of the regional lymph nodes 
should be done if there are palpable metastases, 
although probably the procedure is of little value. 
Prophylactic dissection of the regional lymph nodes 
seems to the authors to be both illogical and useless. 
JoserH K. Narat, M.D. 
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Hintze, A.: Dispelling Pessimism in the Treatment 
of Cancer (Wider den Pessimismus in der Krebsbe- 
handlung). Muenchen. med. Wechnschr., 1935, 1: 210. 

It is clear that pessimism in the treatment of can- 
cer can be dispelled only when the results of the 
treatment are improved. On the other hand it is 
clear also that efforts to improve the results are 
constantly being handicapped by delay. The great 
majority of patients with cancer do not die because 
cure is excluded by the nature or site of their 
disease, but because suitable treatment was not 
applied before the disease reached such an advanced 
stage that removal of the entire disease focus or the 
metastases with the knife, by coagulation, by irradia- 
tion, or by chemical means would have required an 
intervention incompatible with life. An analysis 
of the cases of carcinoma of the stomach seen in 
Bier’s clinic between the years 1914 and 1930 shows 
that two-thirds of the patients entered the clinic in 
an inoperable and hopeless condition. In many 
cases the symptoms were first noted by the patient 
or treatment was first given by a physician only 
from three to six months previously. However, the 
general digestive disturbances had frequently 
advanced to foul eructation and persistent vomiting, 
attacks of pain had become more severe and radiated 
toward the back, and a sudden loss of weight 
amounting to 30, 50, or 80 lb. had occurred. 

In cases which still present favorable prospects 
the incidence of five-year cure from radical operation 
is about 30 per cent and if the disease is limited to 
the stomach itself, the mortality of the operation 
will be low. Patients of advanced age with a longer, 
but more especially with a shorter, history, with a 
tumor the size of a fist, and involvement of the 
regional lymph nodes have been cured permanently. 
No special histological type of cancer has proved to 
be absolutely unfavorable to permanent cure. The 
patient with gastric symptoms feels ill and seeks 
help. However, it is often assumed that he is suf- 
fering from catarrh or benign ulcer and he is treated 
accordingly. If the treatment is unsuccessful, the 
physician does not recognize his mistake but changes 
the remedy or the patient changes his physician or 
attempts self-treatment. The attitude is the same 
in relation to carcinoma of the rectum, in which the 
constipation and the supposed hemorrhoids are 
treated medically for a long time before a proper 
examination is made. Under such conditions the 
procedures of aid in the diagnosis of cancer are not 
used until the patient is beyond help; while he still 
might have been helped, they are neglected. 

In the great majority of malignant tumors the 
primary focus is autochthonous and arises from cell 
degeneration, while the regional and distant metas- 
tases are cell complexes which have migrated from the 
primary focus. Therefore, if the primary focus is 
removed completely no metastases can go out from 
it and any further metastases becoming manifest 
while the primary focus remains healed must have 
been formed previously and must have remained 
latent. However, as every experienced observer 
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knows, true late recurrences and true late metas- 
tases developing from such latent rests or metastatic 
foci are very rare. Lamentable as they are in the 
individual case, they are of little importance in a 
comprehensive survey of cancer. They afford no 
justification for regarding the fate of all patients with 
cancer with pessimism; indeed, they are so rare that 
after the fifth year the mortality of patients treated 
for cancer successfully runs parallel with the natural 
mortality curve for persons of the same age in the 
general population. 

If suitable treatment given in the early stages, as 
in Stage 1 of carcinoma of the breast, does not 
always lead to healing, the reason is that the purely 
local focus is often assumed to be in Stage 1 when it 
has already passed that stage. In very few cases 
is the diagnosis of Stage 1 confirmed by a thorough 
microscopic examination of the entire specimen and 
the regional lymph nodes. The reproach of pathol- 
ogists that a considerable number of bedside diag- 
noses of malignant tumor are shown at autopsy to 
have been incorrect is based for the most part only 
on factors of lesser importance such as confusion of 
carcinoma with sarcoma and of metastasis with the 
primary tumor. Incorrect clinical diagnoses leading 
to incorrect treatment are in fact very rare in cases 
of cancer. 

Although modern diagnostic aids and treatment 
are still far from being fully utilized and only a 
small percentage of the patients receive proper 
treatment at the right time, nevertheless very 
encouraging results are being obtained. The au- 
thor’s material shows a large number of cases of 
skin cancer and breast cancer which have remained 
cured over long periods of observation, and numerous 
cured cases of cancer of the uterus have been reported 
from gynecological clinics. The incidence of five- 
year cure ranges from 60 to 70 per cent. Similar 
success has been obtained in carcinoma of the lip, 
and many good results in cases of tumor of the 
oropharynx and laryngeal carcinoma have been 
recorded. 

Chiefly responsible for the improvement in all 
these statistics is irradiation, which is replacing or 
complementing operation. In cases of rectal car- 
cinoma, purely surgical progress has recently re- 
duced the primary mortality to 4 per cent and 
increased the incidence of five-year cure to 46.6 
per cent. Further progress in the treatment of car- 
cinoma is hoped for from electrosurgery. In small 
series of cases of carcinoma of the upper jaw and 
of the breast favorable results have already been 
obtained by this treatment. However, there remains 
for irradiation an undiminished field of successful 
activity, that of postoperative recurrence, which 
continues to appear with scarcely any abatement in 
spite of the brilliant advances of operative proce- 
dures. In many cases of recurrence, definite cure 
can be obtained by irradiation and in many others 
recurrences which develop repeatedly and at dif- 
ferent sites can be kept localized and under control 
for years so that the patient’s life is little shortened 


and the general condition remains fairly good. The 
cancer therapist’s patients who are being irradiated 
for recurrence are the most difficult to treat, but 
are also his most grateful patients. Of course, it is 
better to treat invisible recurrences, that is, to give 
prophylactic irradiation, than to wait for them to 
become manifest. The manner in which this can 
be done successfully in cases of breast carcinoma has 
been discussed by the author elsewhere. 

Hintze concludes with the statement that all of 
his investigations have taught him that, for the 
most part, the unfavorable factors in cases of cancer 
are not the nature and site of the disease, but rather 
what the patient and his physicians do or leave un- 
done, which can be controlled. 

(A. Hintze). FLorRENce ANNAN CARPENTER. 


Maisin, J., and Pourbaix, Y.: Growth-Promoting 
and Growth-Inhibiting Substances Extracted 
from Normal Organs. An Experimental Study 
of Diet in Tar Cancer. Am. J. Cancer, 1935, 24: 
357: 


On the basis of the premises that cancer is a con- 
stitutional as well as a local disease, studies were 
undertaken on a large scale to find in normal 
organs some substance which will inhibit cancer 
growth. 

The experiments here reported were carried out 
with tar cancer in white mice, as this variety of 
tumor seemed to offer the best material for both 
prophylactic and therapeutic studies as well as a 
precancerous stage for observation. 

It was found that liver, pancreas, and intestinal 
mucosa added to the food of tarred mice promotes 
cancer growth. Brain, thymus, bone marrow, 
dried gastric mucosa, and dried lymph nodes inhibits 
the development of tar cancer. The same organ may 
contain both growth-inhibiting and growth-promot- 
ing factors. This is true of brain tissue. 

The growth-promoting substances are for the 
most part soluble in water and relatively insoluble 
in ether. The growth-inhibiting substances are 
soluble in ether or removed by it. They are relatively 
insoluble in acetone, the soluble portion being pre- 
cipitated by calcium. The anti-anemic factor added 
to the diet in pure form has no influence on the 
growth of tar cancer. Gerorce A. M.D. 


DUCTLESS GLANDS 


Bauer, W.: The Parathyroid Glands in Health and 
Disease. Virginia M. Month., 1935, 62: 123. 


The chief function of the parathyroid glands is 
the regulation of calcium and phosphorus metabo- 
lism. The bones, composed chiefly of a complex 
calcium salt containing calcium phosphate and car- 
bonate ions, are the only storehouse of calcium and 
phosphorus in the body. The serum calcium varies 
normally from 9.5 to 11 mgm., and the serum in- 
organic phosphorus from 3.5 to 4.5 mgm., per 100 
c.cm. The maintenance of this relative state of 
constancy is ample evidence that the bones are 
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labile structures. In times of need, the calcium and 
phosphorus are absorbed from the bones, and in 
times of excess are deposited in the bones. The bone 
trabecule apparently serve as the most readily 
available depot, the cortex being at first spared in 
the process of mobilization. When present in the 
blood in excess amount, calcium and phosphorus are 
given up by the blood to the bones. This state of 
supersaturation of the blood with consequent deposi- 
tion of calcium and phosphorus in bone is brought 
about by the action of the enzyme, phosphatase. 

The entrance of calcium and phosphorus into the 
system is dependent upon their absorption. from the 
gastro-intestinal tract. The amounts absorbed de- 
pend upon: (1) the composition of the diet, (2) the 
acidity of the gastro-intestinal tract, (3) the intestinal 
rate, (4) fat digestion and absorption, and (5) the 
supply of Vitamin D. Of these various factors, the 
diet and the supply of Vitamin D are probably the 
most important. If any of these factors is at fault 
for any considerable period of time, the absorption 
of calcium and phosphorus from the gastro-intestinal 
tract is interfered with and a negative calcium and 
phosphorus balance results. This disturbance is 
responsible for such diseases as rickets and osteo- 
malacia. 

Under normal conditions, calcium and phosphorus 
are lost from the body by way of the gastro-intestinal 
tract and kidneys. On a normal diet the fecal cal- 
cium consists of both the unabsorbed dietary surplus 
and that which has been re-excreted into the bowel. 
Increased excretion by these avenues occurs in 
atrophy of disuse and in some cases of osteitis de- 
formans, but in these conditions the increase is 
slight as compared with that occurring in acidosis, 
hyperthyroidism, and hyperparathyroidism. If the 
increased excretion exceeds the intake, a negative 
balance results and the latter, if persistent, results 
in marked generalized decalcification. 

Many observers have demonstrated that the 
parathyroid hormone causes increased excretion of 
calcium and phosphorus which also eventually re- 
sults in generalized decalcification. Thus, when 
parathormone is administered, the first metabolic 
changes are a rise in the excretion of phosphorus in 
the urine and a fall in the inorganic phosphorus in 
the serum. 

In the attempt to maintain the normal blood- 
phosphorus level, phosphorus is then released from 
the bones. The calcium deposited with the former 
is also released so that the serum calcium rises, the 
urinary calcium increases, and the low serum phos- 
phorus and increased phosphorus excretion con- 
tinue. 

Clinical cases of hypoparathyroidism and hyper- 
parathyroidism are not infrequently encountered. 
The former may be due to operative removal of 
parathyroid glands or to spontaneous disease of un- 
known cause. Hyperparathyroidism may be due to 
focal hyperplasia (adenoma or neoplasm) of one or 
more of the parathyroid glands or to generalized 
enlargement and hyperplasia of all of the para- 
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thyroids. Irrespective of the cause, hyperpara- 
thyroidism is characterized by paresthesias, mus- 
cular pains and cramps, carpopedal spasm, laryngis- 
mus, and loss of consciousness. Laboratory tests 
reveal a low serum calcium and a high serum phos- 
phorus. It is usually possible to elicit a positive 
Chvostek and Trousseau sign as well as evidence of 
increased excitability of nerves (Erb’s sign). 

Hyperparathyroidism may be manifested clinically 
in the following forms: (1) von Recklinghausen’s 
disease or generalized osteitis fibrosa cystica, 
(2) osteoporosis, (3) nephrolithiasis, (4) acute para- 
thyroid poisoning, and (5) a condition simulating or 
complicated by Paget’s disease. The increased pro- 
duction of parathyroid hormone produces the 
characteristic changes in calcium and phosphorus 
metabolism observed in a normal individual receiy- 
ing an active parathyroid extract, namely, an 
elevated serum calcium, a low serum phosphorus, an 
elevated serum phosphatase, an increased calcium 
excretion, and an increased phosphorus excretion. 
The increased calcium and phosphorus excretion 
causes a rapid generalized decalcification in which 
the most pronounced changes occur in the long 
bones, spine, sacrum, pelvis, skull, jaw, and flat 
bones of the thorax. The short tubular bones, 
phalanges, and tarsal bones show the least trans- 
formation. 

Hypercalcinuria and hyperphosphaturia are often 
responsible for the formation of renal calculi. The 
other types of renal complications are: (1) pyelo- 
nephritis secondary to calcium phosphate stones, 
(2) nephrocalcinosis with the precipitation of cal- 
cium phosphate in the tubules, and (3) calcium 
deposits in the kidney as well as other organs in 
acute parathyroid poisoning. 

No single sign is diagnostic of hyperparathyroid- 
ism. The signs may be divided into three groups, 
i.e., hypercalcemia, skeletal changes, and increased 
excretion of calcium and phosphorus. The symp- 
toms due to hypercalcemia, consists of anorexia, 
nausea, vomiting, abdominal pain, constipation, 
lassitude, weakness and loss of weight. Hypotonia 
is common. Signs due to skeletal changes are de- 
pendent upon the duration and severity of the 
condition. Spontaneous fractures, bone pain, bone 
tumors, kyphosis, loss of height, a waddling gait, or 
limp are common. Symptoms referable to hyper- 
calcinuria and hyperphosphaturia consist chieily of 
polyuria and polydipsia. These may be so marked 
as to suggest diabetes insipidus. Enuresis and noc- 
turia are not uncommon. Pain on urination may 
be due to the passage of gravel or a small stone. In 
some cases renal colic is the first and only symptom. 
In these, no bone changes may be demonstrable 
on X-ray examination. 

In the final analysis the differential diagnosis de- 
pends not so much on the symptoms as on laboratory 
studies. In most instances, determination of the 
calcium and phosphorus content of the serum sutiices, 
but occasionally complete metabolic studies are 
necessary. Bone biopsy is rarely required. The 
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skeletal diseases most often confused with hyper- 
parathyroidism are osteomalacia; osteoporosis due 
to senility, hyperthyroidism, disuse or inactivity, a 
basophilic adenoma of the pituitary or a tumor of 
the suprarenal cortex; Paget’s disease; solitary bone 
cysts; solitary benign giant-cell tumor; osteogenesis 
imperfecta; multiple myeloma; metastatic malig- 
nancy; Schueller-Christian disease; Gaucher’s dis- 
ease; erythroblastic anemia; and radium poisoning. 

The treatment is essentially surgical. In cases of 
adenoma of one parathyroid gland, the involved 
gland is removed provided one or more normal 
parathyroids have been identified and are left in 
situ. The most severe tetany observed by the 
author after operation occurred in patients with the 
most extensive decalcification. Bauer attributes 


this to the too rapid deposition of calcium and phos- ° 
phorus in the previously depleted bones rather than 
to atrophy or disease of the other parathyroid 
glands. In such cases, subtotal resection of the 
tumor is usually done. If the symptoms persist, the 
remainder of the gland is removed later. The treat- 
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ment of generalized hyperplasia varies, but it is the 
custom of the author’s associates to remove ap- 
proximately three-quarters of the total parathyroid 
tissue identified. 

Following operation for either type of hyperpara- 
thyroidism, metabolic changes are demonstrable in 
a few hours. The serum calcium falls rapidly, while 
the serum phosphorus is slow to rise to its normal 
value. An elevated plasma phosphatase may take 
weeks or months to return to the normal level. A 
marked decrease in the calcium and phosphorus 
excretion occurs within a few hours. Symptomatic 
improvement is soon noticed and is at times dra- 
matic. Bone pain may be one of the first symptoms 
to cease, despite the fact that rarefaction may be 
present for months. Bone tumors gradually dis- 
appear, but cysts remain. The author doubts if the 
calcium deposits in the kidney are ever absorbed. 
Marked skeletal deformities of course remain un- 
changed. 

An extensive bibliography is appended. 

S. W. Tovrorr, M.D. 
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